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Abstract 

It is estimated that more than 70% of illnesses, disabilities, and deaths among the adolescent 

population are related to adolescent high-risk behaviors. These adolescent high-risk behaviors 

include those that contribute to unintentional injuries and violence, sexual behaviors related to 

unintended pregnancies and sexually transmitted infections, alcohol and other drug use, tobacco 

use, unhealthy dietary behavior, and inadequate physical activity. Despite national 

recommendations, many pediatric primary care providers remain reluctant to implement 

standardized screening tools that have been created to prevent and identify adolescent high-risk 

behaviors. Studies have shown that a comprehensive preventative risk assessment, such as the 

Rapid Assessment of Adolescent Preventive Services (RAAPS) used routinely, provides a 

consistent opening and opportunity to address adolescent high-risk behaviors during a wellness 

visit with a primary care provider.  The Theory of Planned Behavior was utilized to facilitate 

pediatric health care providers discussing adolescent high-risk behaviors at annual preventive 

(wellness) visits, by addressing their behavioral attitudes, subjective norms, and perceived 

behavioral control. It was anticipated that implementing the RAAPS into the clinical setting 

would positively affect in the intentions of the health care providers to engage in discussions 

with adolescents in regards to their high-risk behaviors. The Adolescent Patient-Provider 

Interaction Scale (APPIS) was developed to measure the style of the exchange of information 

and balance of power during a health care visit The purpose of this evidence-based project was to 

improve the style of the exchange of information and balance of power when discussing 

adolescent high-risk behaviors through implementing The Rapid Assessment for Adolescent 

Preventive Services (RAAPS), with adolescents, ages 13-18, during their annual preventive 

(wellness) visits. The Iowa Model of Evidence-Based Practice to Promote Quality Care guided 
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the implementation process. The Rapid Assessment for Adolescent Preventive Services was 

completed by adolescents, ages 13 to 18 years old (n=5) prior to their annual preventive 

(wellness) visit. The adolescents who met inclusion and exclusion criteria for the usual care 

group (n=15) and intervention group (n=5) completed the Adolescent Patient-Provider 

Interaction Scale (APPIS) after their visits. A comparison of the APPIS, pre and post 

intervention demonstrated that the intervention, RAAPS, did not have a significant effect on the 

APPIS scores, which may be due to the small sample size.  
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The Effect of the Rapid Assessment for Adolescent Preventive Services (RAAPS) in Improving 

the Style of the Exchange of Information and Balance of Power during a Health Care Visit in a 

Pediatric Primary Care Setting  

Clinical Problem 

 Adolescence, which is defined as any individual between ages 11-21 years old, is a 

critical developmental period in which individuals try and adopt health behaviors that they carry 

into adulthood (Garzon & Dunn, 2013).  During this developmental period adolescents are 

developing psychosocially, cognitively, and physically as they begin to transition from a 

dependent child to an independent adult (Committee on Adolescent Health Care, 2018). The 

health behavior patterns established during these developmental periods can impact adolescent’s 

current health status and put them at risk for developing chronic diseases during adulthood. 

Adolescents are prone to explore and experiment with personal experiences, as they strive for 

increased autonomy and their need for peer affiliation (Garzon & Dunn, 2013).  Adolescents 

perceive that developmental tasks, such as gaining independence, developing one’s own values, 

becoming comfortable with one’s body, and establishing meaningful relationships, can be 

achieved through adolescent high-risk behaviors without enduring the negative consequences 

(Garzon & Dunn, 2013). 

 According to the Center for Disease Control and Prevention (CDC), adolescent high-risk 

behaviors include those that contribute to unintentional injuries and violence, sexual behaviors 

related to unintended pregnancies and sexually transmitted infections, alcohol and other drug 

use, tobacco use, unhealthy dietary behavior, and inadequate physical activity (2018). These 

behaviors jeopardize adolescents physical, psychosocial, and/or emotional health (Garzon & 

Dunn, 2013). Although it is common for adolescents to experiment with high-risk behaviors, 
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their ability to comprehend the immediate and long-term health consequences of those behaviors 

varies drastically between individuals (Garzon & Dunn, 2013).  Additionally, adolescents are in 

a developmental period which makes them increasingly sensitive to influences from 

environmental factors, including both social and physical, that contribute to their engagement in 

adolescent high-risk behaviors (Garzon & Dunn, 2013; United States Department of Health and 

Human Services [USDHHS], 2018).  Some factors that contribute to adolescent engagement in 

high-risk behaviors include but are not limited to lack of constructive support or encouragement 

from others in their social environment, role models for deviant behavior, a sense of 

hopelessness or helplessness, and low self-esteem (Garzon & Dunn, 2013). When adolescents 

possess some of the protective factors, including high self-esteem, sense of future, parental 

engagement, positive family environment, relationships with caring adults, and community 

involvement they are less inclined to engage in adolescent high-risk behaviors (Garzon & Dunn, 

2013).  

Adolescent high-risk behaviors contribute to the leading causes of morbidity and mortality 

for this age group (CDC, 2018). During the year of 2016, 74% of all deaths among persons aged 

10-24 years, resulted from four causes: motor vehicle crashes (22%), other unintentional injuries 

(20%), suicide (17%), and homicide (15%) in the United States (CDC, 2018). In addition, about 

50% of lifelong mental health disorders begin by the age of 14 and 75% begin by the age of 24, 

which has a profound impact on their physical health, academic achievement, and well-being 

(USDHHS, 2018).  Among adolescents 15-19 years of age, there were 209,809 births, 488,700 

cases of chlamydia, gonorrhea, and syphilis, and 1,652 diagnosis of human immunodeficiencies 

virus (HIV) reported (CDC, 2018). Adolescent high-risk behaviors that are established during 

adolescence are frequently related and extend into adulthood and contribute to health problems 
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in adulthood including mental health disorders, cardiovascular disease, obesity, and HIV/AIDS 

(CDC, 2018; USDHHS, 2018).  

 National health care guidelines from the American Academy of Pediatrics, American 

Medical Association, and U.S. Department of Health and Human Services recommend an annual 

preventive (wellness) visit for all adolescents, that includes identifying and addressing adolescent 

high-risk behaviors (Daley, Polifroni, & Sadler, 2017). Guidelines from Bright Futures, created 

by the American Academy of Pediatrics (AAP), the National Prevention Council (NPC), and the 

Center for Disease Control and Prevention (CDC) recommended comprehensive preventative 

care be provided annually for adolescents.  Recommendations include a routine adolescent high-

risk behavior screening for adolescents, ages 11-21, at their annual preventive (wellness) visit 

with the utilization of a standardized screening tool (AAP, 2016; AAP, 2019; CDC; 2018, NPC, 

2011).  

Some valid screening tools that can be utilized to identify adolescent high-risk behaviors 

include The Rapid Assessment for Adolescent Preventive Services (RAAPS), The Guidelines for 

Adolescent Preventive Services (GAPS), and the Home, Education, Activities, Drug and alcohol 

use, Sexuality and Suicide (HEADSS) psychosocial assessment tool (Eade & Henning, 2013; 

Salerno, Marshall, & Picken, 2012). Annual preventive (wellness) visits provide an opportunity 

for pediatric health care providers to screen for and identify adolescent high-risk behaviors.  This 

is an important aspect as adolescence is a critical time when individuals develop healthy 

behaviors. An annual preventive (wellness) visit consists of several components: observation of 

developmental surveillance and parent-child interaction, physical examinations, screening, and 

immunizations, and anticipatory guidance (Hagan, Shaw, & Duncan, 2017). Once adolescent 

high-risk behaviors are identified the pediatric health care provider can help adolescents lay the 
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foundation for future healthy behaviors during primary care visits (Harris et al., 2016). The 

adolescent patient-provider interaction is facilitated by preparing the adolescent for an 

interaction with a pediatric health care provider through completing a standardized screening 

tool, allowing the pediatric health care provider to tailor their interaction with the adolescent 

based on their individual need with information obtained through the screening tool (Harris et al., 

2016).  

 Despite recommendations for screening adolescents annually for adolescent high-risk 

behaviors (AAP, 2016; NPC, 2011 & CDC, 2018), many primary care pediatric health care 

providers remain reluctant to screen for adolescent high-risk behaviors during annual preventive 

(wellness) visit. Reasons provided for this reluctance include insufficient time and lack of one-

on-one time with the adolescents without their parent present (Baldridge & Symes, 2017; Darling-

Fisher, Salerno, Dahlem, & Martyn, 2014). Reasons such as, lack of screening and one-on-one time 

with the adolescent without their parent present can contribute to a poor adolescent patient-

provider interaction. (Woods et al., 2006). When pediatric healthcare providers do not allow 

adolescents the opportunity to disclose and discuss their adolescent high-risk behaviors, it can 

result in the adolescent patient feeling as though they are not engaged in their care (Baldridge & 

Symes, 2018; Todres & Diaz, 2017).  Adolescents have the desire to talk about adolescent high-

risk behaviors, but may avoid discussion if they are not asked directly by their health care 

provider (Daley et al., 2017; Todres & Diaz, 2017). When adolescents are not allowed one-on-

one time with the pediatric health care provider without their parent present they may withhold 

information about high-risk behaviors or avoid discussing them and may even decline health care 

all together (Baldridge & Symes, 2018).   
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 The Rapid Assessment for Adolescent Preventive Services (RAAPS) is a 21-question 

instrument completed by the adolescent that assesses adolescent high-risk behaviors. This 

instrument is a standardized screening tool developed to confidentially identify adolescent high-

risk behaviors (Salerno et al., 2012). Studies have shown that using the RAAPS allows pediatric 

health care providers to facilitate the interview by asking questions about adolescent high-risk 

behaviors and for the adolescents to answer honestly without fear of judgement. (Darling-Fisher 

et al., 2014). According to a study by Darling-Fisher et al. (2012), 98% (n=84) of pediatric health 

care providers stated they would recommend the use of the RAAPS in clinical practice. In 

addition, 90% of health care providers (n=75) reported that the RAAPS is effective in identifying 

adolescent high-risk behaviors and 55% (n=52) reported improvement in communication with 

adolescents about adolescent high-risk behaviors (Darling-Fisher et al., 2014).  

Utilization of the RAAPS is both easy and quick for adolescents as well as the pediatric 

health care providers, as it provides a consistent opening and the opportunity to address 

adolescent high-risk behaviors (Darling-Fisher et al., 2012). Other studies have shown the 

implementation of a standardized screening tool results in increased one-on-one time with the 

pediatric health care provider and the adolescent without the parent present (Riley, Ahmed, Lane, 

Reed, & Locke, 2017). The literature also reports that the results of the RAAPS are indented to 

be discussed privately between the adolescent patient and the provider, without the parent 

present (Darling-Fisher et al., 2014). A study by Woods et al. (2006), was done to develop a tool 

that can be useful for evaluating approaches to improve healthcare outcomes for adolescents at-

risk. This tool, the Adolescent Patient-Provider Interaction Scale (APPIS), is a ten-item 

questionnaire completed by the adolescent to attempt to measure the style of the exchange of 

information and balance of power during a health care visit (Woods et al., 2006).  
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Purpose and Goals of Project 

The purpose of this project was to improve the style of the exchange of information and 

balance of power when discussing adolescent high-risk behaviors through implementing, The 

Rapid Assessment for Adolescent Preventive Services (RAAPS), to adolescents, ages 13-18, 

during their annual preventive (wellness) visits in a pediatric primary care setting. The goal of 

this project is to improve the style of the exchange of information and balance of power when 

discussing adolescent high-risk behaviors by implementing the RAAPS, a 21-question 

standardized screening tool developed to identify adolescent high-risk behaviors contributing 

most to adolescent morbidity and mortality.    

PICOT Statement 

 The PICOT statement, which is abbreviated for patient/population, intervention, 

comparison, outcome, and timing is as follows: Among adolescents, ages 13-18, in a pediatric 

primary care setting, does the implementation of the Rapid Assessment for Adolescent 

Preventive Services (RAAPS) in comparison to current standard of care (no standardized 

screening tool) result in improved style of the exchange of information and balance of power 

when addressing adolescent high-risk behaviors during an annual preventive (wellness) visit in 

primary care? 

Theoretical Framework 

Theory of Planned Behavior 

 The Theory of Planned Behavior (TPB) was utilized as the theoretical framework guiding 

this project. This theory was developed by Ajzen and Fishbeing in 1988 and is an extension of 

the theory of reasoned action (TRA) in 1975 (Figure 6). TPB describes the connections between 

an individuals’ intention to perform a behavior based on factors that influence that behavior, 
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such as attitudes and beliefs (Ajzen, 1991). The TRA model proposes that the intention to 

perform a behavior, is based on an individual’s attitude toward the behaviors, and the subjective 

norms associated with that behavior (Ajzen, 1991).  The TPB model (Figure 7) is an expansion 

of this as it adds an additional concept, the individuals perceived behavioral control (Ajzen, 

1991). It is thought that the stronger the intentions to participate in a behavior, the more likely 

that it will be performed (Ajzen, 1991).  

 The theory of planned behavior proposes that there are three determinants of intention, 

that are all independent (Ajzen, 1991). These three determinants include attitude toward the 

behavior, subjective norm, and perceived behavioral control. The attitude towards the behavior 

consists of the negative or positive value that the individual places on the behavior in question 

(Ajzen, 1991). The second determinant is social norm, which is a social factor relating to the 

pressure an individual receives to perform or not to perform the behavior (Ajzen, 1991).  The 

third determinant of intention is perceived behavioral control which refers to the perceived ease 

or difficulty of performing a behavior, in addition to previous past experiences as well as 

potential obstacles weighing in on the decision (Ajzen, 1991). This theory hypothesizes that the 

individual’s intentions to perform a behavior is stronger when the attitudes and subjective norms 

are favorable to the behavior and when the perceived control is greater (Ajzen, 1991).  

 The prediction of intention is assumed to vary across behaviors and situations when 

relating them to the importance of attitude, subjective norm, and perceived behavioral control 

(Ajzen, 1991). Situations can vary based on whether or not all three determinants have a 

significant impact on the intention, although all three will still make independent contributions 

(Ajzen, 1991).  
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 For the purpose of this project, the Theory of Planned behavior was tailored to examine 

the behavioral attitudes, subjective norms, and perceived behavioral control of pediatric health 

care providers to address adolescent high-risk behaviors at an annual preventive (wellness) visits. 

It has been established that many national organizations recommend an annual preventive 

(wellness) visit for all adolescents, that includes identifying and preventing adolescent high-risk 

behaviors (Daley, Polifroni, & Sadler, 2017). Despite recommendations for screening 

adolescents annually for adolescent high-risk behaviors (AAP, 2016; NPC, 2011 & CDC, 2018), 

many pediatric health care providers in the pediatric primary care setting remain reluctant to 

screen for adolescent high-risk behaviors during annual preventive (wellness) visit, due to 

insufficient time and lack of one-on-one time (Baldridge & Symes, 2017; Darling-Fisher, 

Salerno, Dahlem, & Martyn, 2014).  

 The behavioral attitudes, subjective norms, and perceived behavioral control of pediatric 

health care providers to screen for adolescent high-risk behaviors will in hopes be positively 

affected by introducing the RAAPS into the clinical setting as anticipated by the TPB. The 

attitude towards the utilization of a standardized screening tool at the pediatric primary care 

facility will be modified by providing pediatric primary care providers and staff with education 

related to the purpose and use of the RAAPS. This allowed staff the opportunity to better 

understand the RAAPS and how this instrument can be implemented quickly and concisely. 

(Darling-Fisher et al., 2012; Yi et al., 2009). The subjective norms will be addressed by 

providing health care providers with education on the utilization of the RAAPS. It is anticipated 

that this will encourage the health care providers to participate in the practice change of 

implementing a standardized screening tool. Currently the office does not utilize a standardized 

screening tool to screen adolescents for adolescent high-risk behaviors. Lastly, perceived 
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behavioral control focused on the participation of the pediatric primary care providers when 

implementing the RAAPS into the office daily workflow. The doctoral student will work with 

the pediatric primary care providers and office manager in order to gain feedback on the process 

of implementing the RAAPS in an effort to maintain satisfaction and sustainability. With the 

health care providers being actively involved in the process of implementing the RAAPS their 

ability to perform the task was positively affected. 

An individual’s intentions to perform a behavior is stronger when the attitudes, perceived 

control, and subjective norms are favorable to the behavior and when the perceived control is 

greater (Ajzen, 1991). Working with the pediatric health care providers is thought to positively 

affect their intentions to perform the specific behavior of utilizing the RAAPS during annual 

preventive (wellness) visits and to improve the style of the exchange of information and balance 

of power during a health care visit. This behavior can be measured by the Adolescent Patient-

Provider Interaction Scale (APPIS) which is completed by the adolescent after their annual 

preventive (wellness) visit.  

Evidence-Based Practice Model Guiding the Project 

Iowa Model  

 The Iowa Model of Evidence-Based Practice to Promote Quality Care was chosen to 

guide the implementation of this EBP project. The Iowa Model provides guidance for clinicians 

in making decisions about day-to-day practices that can affect patient outcomes and promote 

quality care (Melnyk & Fineout-Overholt, 2015). This model has been used in many different 

settings and is known for its applicability and ease of use by healthcare teams (Melnyk & 

Fineout-Overholt, 2015). The Iowa Model consists of 7 steps; identifying the trigger, identifying 

if it is a priority for organization, form a team, assemble research and literature, critique and 
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synthesis research for practice, pilot change and evaluate, and fully implement and follow-up 

(Melnyk & Fineout-Overholt, 2015). Although there are 7 steps guiding this model, it includes 

several feedback loops to continuously promote efforts for improving quality care (Melnyk & 

Fineout-Overholt, 2015). 

 Downriver Pediatrics is a small pediatric primary care office that is privately owned in 

Brownstown Twp, Michigan. This offices’ current standard of care does not include a 

standardized screening tool when addressing adolescent high-risk behaviors at annual preventive 

(wellness) visits, which was the trigger identified for this project. According to the Iowa Model, 

lack of national agencies or organizational standards and guidelines in place, is a knowledge 

focused trigger. After identifying the trigger, this author contacted the office manager and a 

nurse practitioner at the practice and determined that office was actively seeking to meet national 

and organizational standards and guidelines of screening adolescents for adolescent high-risk 

behaviors at annual preventive (wellness) visits. Once this was established a team was formed, 

consisting of the office manager, medical assistant staff, front office staff, and the four providers 

at the practice. This team which also included the doctoral student who then completed a review 

of literature, in order to find methods to improve the identified problem of no standardized 

screening tool utilized when addressing adolescent high-risk behaviors at annual preventive 

(wellness) visits. A complete literature review and synthesis of literature was completed to 

construct an evidence-based project that will implement the Rapid Assessment for Adolescent 

Preventive Services, a standardized screening tool, to improve adolescent-patient provider 

interaction when addressing adolescent high-risk behaviors. The goal of this project was to 

improve the style of the exchange of information and balance of power when discussing 

adolescent high-risk behaviors by implementing the RAAPS, a 21-question standardized 
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screening tool developed to identify adolescent high-risk behaviors contributing most to 

adolescent morbidity and mortality.    

Review of Literature 

Search Strategies 

 The purpose of the literature review was to identify and appraise the available evidence 

on the effect of the utilization of standardized screening tools for adolescent high-risk behaviors 

and then apply those results to adolescent patient-provider interaction at preventive (wellness) 

visits. The literature search included using the CINAHL, EBSCOhost, and PubMed databases 

and the following keywords in titles and abstracts:  risk/risky behavior, confidential or 

confidential care, adolescent screening or questionnaire, RAAPS or Rapid Assessment for 

Adolescent Preventive Services, preventive services, and relationship (patient-provider). 

Databases were searched in November and December of 2018, and again in May and June of 

2019. Inclusion criteria for the searches included: peer-reviewed articles, full-text articles, 

articles written in English, quantitative or qualitative studies, randomized or nonrandomized 

samples, large or small sample sizes, a population focus on adolescents or young adults or health 

care providers with utilization of standardized screening tool or confidential care, and outcomes 

that focus on adolescent and health care provider’s perspectives on discussion of risk behaviors. 

Exclusion criteria included: lack of full-text, dissertations or thesis, and studies that did not focus 

on adolescent population, ages 13-18 years old. Articles older than 15 years were excluded but 

the search was expanded to 20 years for articles regarding confidential care. The database search 

resulted in 309 articles with multiple duplicates. After reviewing these articles 20 were kept to 

critically appraise.  
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Critical Appraisal and Evaluation of Evidence  

 A critical appraisal of all 20 selected articles was completed to evaluate reliability, 

validity, and applicability of each, and to evaluate its applicability to the PICOT question. 

Available forms were utilized from Melnyk & Fineout-Overholt (2015) that guide the process of 

rapid critical appraisal to address these factors based on study design. The rapid critical appraisal 

form for a randomized controlled trial that was utilized in this process can be located in Figure 2. 

After rapid critical appraisal was completed, this author was able to further appraise the literature 

by creating a synthesis table (Table 4). Each article in this table was evaluated for conceptual 

framework, study designs and methods, findings or outcomes, and the strengths and limitations.   

 Each article was also assessed for level of evidences with the utilization of the hierarchy 

of evidence (Figure 2). This is an instrument that is used to evaluate which study designs have 

the most influence to predict specific outcomes (Melnyk & Fineout-Overholt, 2015).  The article 

levels range from I-VII, with level I evidence yielding the highest strength, consisting of 

systematic reviews of randomized controlled trials and clinical practice guidelines (Melnyk & 

Fineout-Overholt, 2015).  Level I evidence is the strongest level of evidence with the most 

reliable and valid practice outcomes to help guide clinical practice, and level VII is the least 

reliable consisting of expert opinions. Findings from the appraisal concluded: 1 article was level 

I evidence, 2 articles were level II evidence, no articles met criteria for level III evidence, 4 

articles were level IV evidence, 5 articles were level V evidence, 8 articles were level VI, and no 

articles met the criteria for level VII evidence. A more detailed comparison of the levels of 

literature can be found in Table 5. A large number of the articles (n=13) utilized by the doctoral 

student included level V and VI evidence to include qualitative studies that show perspectives 
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and opinions of adolescents and healthcare providers in regards to utilization of standardized 

screening tools and discussion of adolescent high-risk behaviors.  

Although identifying each article’s level of evidence is essential for developing the 

PICOT question and forming the doctoral project, the next key step is to determine the quality of 

evidence. The Grading of Recommendations Assessments, Development and Evaluation 

(GRADE) system was used to appraise the quality of each article. This system is used in addition 

to the strength of evidence because the GRADE system, which can be found in Figure 5, rates 

the quality of evidence for each outcome (Ryan & Hill, 2016). The system rates the outcomes 

from “high”, which means we are very confident that the true effect lies close to that of the 

estimate of the effect to “very low”, which means we have very little confidence in the effect 

estimate (Ryan & Hill, 2016). With the utilization of the criteria from the GRADE system, there 

were 4 “high” quality articles, 10 “moderate” quality articles, and 6 “low” quality articles. This is 

depicted in Table 6 with the strength of recommendations.  

The Strength of Recommendation Taxonomy (SORT) tool was utilized to determine the 

level of evidence for each individual article. The algorithm that displays how each article was 

graded by the strength of each individual study can be found in Figure 3.  Based on this tool, an 

article is graded and given either 1, 2, or 3 rating, with a level 1 rating being the strongest (Ebell 

et al., 2004). A level 1 rating suggests that the study consists of high-quality patient-oriented 

evidence, while a level 3 rating suggests that the article is based on consensus and opinions, 

being the lowest strength rating (Ebell et al., 2004). While using the SORT tool a level 1 rating 

was given to 7 articles, a level 2 rating was given to 8 articles, and a level 3 rating was given to 5 

articles. After completing this process, it was not unexpected that the majority of the articles 
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were given level 2 and 3 ratings, as many of the articles included in in the appraisal process were 

qualitative based studies.   

In order to guide the strength of recommendation of the body of evidence, this author 

reviewed the PICOT question. A limited number of studies were identified that contained both 

the utilization of RAAPS and the effect it had on adolescent patient-provider interaction. Thus, 

individualized categories were created in table format (Table 6), to evaluate the strengths and 

recommendation of each category separately and together. These categories consisted of 

improved adolescent patient-provider interaction leads to improved care of adolescents, one-on-

one time with provider leads to improved adolescent patient-provider interaction, 

RAAPS/standardized screening tool intervention facilitates communication with adolescents and 

increases one-on-one time with provider, and RAAPS/standardized screening tool intervention is 

a time effective way to identify adolescent high-risk behaviors. The Strength of Recommendation 

Taxonomy (SORT) tool was utilized to appraise the strength of recommendation based on a body 

of evidence. The algorithm that was utilized to guide this process can be found in Figure 4. The 

rating system consists of A, B, or C, assumed to each article to determine whether each body of 

evidence represents good-quality or limited-quality evidence and its consistency (Ebell, et al., 

2004). The doctoral student identified 15 of the articles as level B strength and the remaining 5 

articles as level C strength by using the SORT criteria.   

Synthesis of Evidence  

 A synthesis of the literature was completed in the same manner as the strength of 

evidence: each component of the PICOT question was reviewed individually and obtained for 

the literature review. The first area of synthesis found that improved adolescent patient-provider 

interaction leads to improved care of adolescents, as it increases adolescents’ likelihood to return 
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for future care and can reduce adolescent high-risk behaviors (Harris et al., 2017; Wood et al., 

2006). A number of studies have shown that improved adolescent patient-provider interaction 

leads to improved care of adolescents (Table 6). Hoopes et al. and Coker et al. discuss 

adolescents’ perspective on the emerging theme of patient-provider interaction dynamics, 

indicating that patient-provider relationship is important to adolescents and can result in more 

engaged and favorable health care (Hoopes et al., 2017; Coker et al., 2010).  The utilization of a 

standardized screening tool has also shown a significant relationship with medical service use by 

adolescents’ (OR=1.24; 95% CI 1.05-1.45), which may be due to improved adolescent 

communication and satisfaction leading them to be more likely to return for future care 

(Chisolm, Kilma, Gardner, & Kelleher, 2009).  

 The second area of synthesis of the literature investigates how one-on-one time between 

the adolescent and provider without the parent/guardian present leads to improved adolescent 

patient-provider interaction (Table 6). Adolescents are more willing to discuss sensitive topics 

when they are assured that the provider will maintain confidentiality. It as has also been noted 

that some adolescents and may resort to telling lies about behaviors or even avoid discussing 

these topics when they have concerns about confidentiality (Baldridge & Symes, 2018; Hoopes 

et al., 2017). Another study by Klein et al. (2002), discussed how adolescents who reported 

having alone time with their provider, without parent present, were more likely to have had their 

risks discussed after completing a questionnaire. Both adolescents and parents believe that the 

doctor-patient relationship, which includes privacy, confidentiality, provider continuity, and 

rapport-building, are crucial to encourage discussions of adolescent high-risk behaviors (Coker et 

al., 2010; Daley et al., 2017; Kadivar et al., 2014). It has also been noted in the literature that 

approximately 64% of pediatricians have reported that they were more likely than the adolescent 
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patient (7%) to initiate dialogue about high-risk behaviors (Henry-Reid et al., 2010). It is 

important for health care providers and parents to understand that adolescents expect to be given 

the opportunity to talk with their doctor alone regarding high-risk behaviors with guaranteed 

confidentiality (Rutishauser, Esslinger, Bond, & Sennhauser, 2003).  

 The third area of synthesis of the literature focuses on how the utilization of standardized 

screening tools for identifying adolescent high-risk behaviors facilities communication with 

adolescents and increases one-on-one time with the provider. Many studies have shown that the 

utilization of a standardized screening tool to identify adolescent high-risk behaviors has 

improved the delivery of preventive counseling for adolescents and time alone spent between the 

adolescent and the provider (Baldridge & Symes, 2018; Harris et al., 2017; Gilbert et al., 2018; 

Riley et al., 2017). A study by Riley et al. (2017) found that office-based interventions, including 

the completion of a standardized risk behavior screening tool, increased time alone with the 

provider. 

Several other studies focused specifically on the utilization of the Rapid Assessment for 

Adolescent Preventive Services (RAAPS) and found similar results. Providers reported strengths 

with the utilization of the RAAPS in their clinical practice that include facilitated discussions 

with adolescents by presenting opportunities for teens to ask questions, opportunity to establish 

rapport with adolescents, and provides consistent opening to address adolescent high-risk 

behaviors (Darling-Fisher et al., 2014; Yi et al., 2009). In addition to providers reporting benefits 

to utilizing standardized screening tools to identify adolescent high-risk behaviors, adolescents 

also expressed benefits with the utilization of these tools during their annual preventive 

(wellness) visits. In a study by Zieve et al. (2017), adolescents remarked that the utilization of 
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screening tools for adolescent high-risk behaviors acted as a way to enhance their interaction 

with the providers by helping them identify questions and concerns before their appointment.  

 The final area of the synthesis of literature reviewed how implementing a standardized 

screening tool intervention is a time effective way to identify adolescent high-risk behaviors. 

Utilization of standardized screening tools for identifying adolescent high-risk behaviors in the 

primary care setting have been reported to be time effective and beneficial by both adolescents 

and health care providers (Chisolm et al., 2008; Darling-Fisher et al., 2014). Chisolm reported 

that 60% of adolescents described themselves as “highly satisfied” with the completion of a risk 

behavior screening, which the author postulate may be due to increasing problem identification 

and treatment (Chisolm et al., 2008). Several studies focused on technology based driven tools, 

such as completion of a standardized screening tool to identify adolescent high-risk behaviors, 

that is done on a computer. Coker et al. (2010), found that technology driven tools that screen for 

high risk behaviors can be utilized in order to identify and encourage discussion of sensitive 

topics and increase risk behavior screening. Other studies focused on specific standardized 

screening tools and determined that the Rapid Assessment for Adolescent Preventive Services 

(RAAPS) is an acceptable, time-efficient screening tool in identifying adolescent high-risk 

behaviors (Salerno et al., 2012). Darling-Fisher et al. (2014) and Yi et al. (2009) found that 

providers believed that RAAPS can be utilized as a comprehensive adolescent risk assessment 

questionnaire in clinical practice, as it is quick, concise, easy to use, and provides the ability to 

assess adolescent high-risk behaviors in a short time.  

 The literature synthesis has provided evidence that indicates improved adolescent patient-

provider interaction results in better outcomes for adolescents, by facilitating communication 

with adolescents and providing one-on-one time with their provider. The utilization of the Rapid 
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Assessment for Adolescent Preventive Services, a standardized screening tool to identify 

adolescent high-risk behaviors, has been shown to facilitate communication with adolescents and 

increase one-on-one time with providers during their annual preventive (wellness) visits. 

Currently, at Downriver Pediatrics, there is no standard of care in place for screening and 

identifying adolescent high-risk behaviors. Based on this evidence the use of RAAPS 

intervention may improve adolescent patient-provider interaction when discussing adolescent 

high-risk behaviors during annual preventive (wellness) visits. This improved interaction may 

reduce adolescent high-risk behaviors.  

Methods 

Implementation Plan 

 The Iowa Model was utilized as a guide to patient improvement practices. The Iowa 

Model consists of seven key steps which include: identify the trigger, identify if it is a priority 

for the organization, form a team, assemble research and literature, critique and synthesis 

research for practice, pilot change and evaluate (Melnyk & Fineout-Overholt, 2015). The 

utilization of the Iowa Model and how the steps have assisted in the development and 

implementation of this evidence-based project with be discussed in detail in this section.  

Step 1: Identifying the Trigger 

 Identifying either a problem-focused trigger or knowledge-focused trigger is a necessity 

when determining if an evidence-based practice change is warranted. In order to do so a review 

of current practice processes and recommended practice guidelines must be reviewed. After a 

thorough review of current practice processes and recommended practice guidelines, it has been 

found that many pediatric primary care offices are not compliant with national and 

organizational recommendations related to identifying and preventing adolescent high-risk 



27 
 

behaviors. The AAP, CDC, and NPC recommend an annual preventive (wellness) visit for all 

adolescents, that includes identifying and preventing adolescent high-risk behaviors. These 

organizations have developed standardized screening tools that can be utilized in pediatric 

primary care offices to assist in identifying and preventing adolescent high-risk behaviors.  

Downriver Pediatrics, a small, pediatric primary care office in Brownstown Twp., Michigan has 

been seeking an opportunity to implement a standardized screening tool to identify adolescent 

high-risk behaviors in order to meet national health care guidelines.  

Step 2: Is it a priority? 

 Downriver Pediatrics is a small, privately owned practice in Brownstown Twp, Michigan 

that has served the community for over 40 years. This pediatric primary care office provides care 

for children from birth up until 18 years of age. The office manager was approached in regards to 

the proposed problem and project implementation plan. The office staff is currently interested in 

improving the style of the exchange of information and balance of power when discussing 

adolescent high-risk behaviors at annual preventive (wellness) visits. Many offices in Michigan 

utilize the RAAPS as a standardized screening tool to identify adolescent high-risk behaviors at 

annual preventive (wellness) visits. The medical staff team at Downriver Pediatrics have 

reported that implementing a standardized screening tool to identify adolescent high-risk 

behaviors is a current goal of priority for their pediatric primary care office.  

Step 3: Form a Team 

 An important step in the implementation process is identifying a team of stakeholders at 

Downriver Pediatrics and the University of Toledo. These members were utilized to provide 

guidance in the development, implementation, and evaluation of the evidence-based project. 

Members from Downriver Pediatrics included: the office manager, the healthcare providers at 
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Downriver Pediatrics [e.g. 2 pediatric physicians (DOs) and 2 nurse practitioners (NP)], and the 

support staff at Downriver Pediatrics [e.g. 1 registered nurse (RN), medical assistants (MAs), 

and secretarial staff]. The doctoral project committee at the University of Toledo was composed 

of a doctoral project chair, Dr. Robert Topp, and two committee members, Dr. Tonya Schmitt, 

and Dr. Holly Myers.  

Step 4: Assemble Research and Literature  

 In order to improve patient outcomes in a clinical setting, the knowledge focused trigger 

must be evaluated. This was done through identifying and evaluating reliable sources to identify 

evidence-based methods. The literature review process was utilized in this step and guided 

through the development of a PICOT questions. The PICOT question is: Among adolescents, 

ages 13-18, in a pediatric primary care setting, does the implementation of the Rapid Assessment 

for Adolescent Preventive Services (RAAPS) in comparison to current standard of care (no 

standardized screening tool) result in improved style of exchange of information and balance of 

power when addressing adolescent high-risk behaviors during an annual preventive (wellness) 

visit in primary care? Throughout the literature review process, 20 articles were found and 

included. A more detailed description on this specific process can be found in the “Literature 

Review” section of this paper.  

Step 5: Critique and Synthesize Research for Practice  

 A synthesis table (Table 4) was developed after completion of a rapid critical appraisal to 

evaluate the reliability, validity, and applicability of each article. The synthesis table highlights 

each study’s different sections: conceptual framework, design/method, sample/setting, purpose 

of study, study findings, and strengths and limitations. Each study was evaluated based on 

hierarchy of evidence using the Hierarchy of Evidence table (Figure 2), quality of evidence using 
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the SORT tool (Figure 3 &4), and strength of evidence using the GRADE tool (Figure 5).  The 

final critical analysis was done on different sections, which included: improved adolescent 

patient-provider interaction leads to improved care of adolescents, one-on-one time with provider 

leads to improved adolescent patient-provider interaction, RAAPS/standardized screening tool 

intervention facilitates communication with adolescents and increases one-on-one time with 

provider, and RAAPS/standardized screening tool intervention is a time effective way to identify 

adolescent high risk behaviors. The overall strength of recommendations from the majority of the 

individual studies, which included 15 out of 20 articles, was given a B rating based on the SORT 

criteria. A rating of B is a “recommendation based on inconsistent or limited-quality patient-

oriented evidence” (Ebell et al., 2004). This rating supports a positive outcome of the PICOT 

question and provides support for further development of the implementation step process. A 

more detailed description on the strength of recommendations from these findings can be found 

in Table 5.  

 This step also examines the probability, benefits, and risks of the implementation in the 

selected clinical practice setting in relation to the critical analysis of the literature. At Downriver 

Pediatrics, their current standard of care during annual preventive (wellness) visits, does not 

consist of a standardized screening tool for identifying and preventing adolescent high-risk 

behaviors. The proposed quality improvement intervention will be cost effective for the office 

with only a minimal annual fee of $300.00 to obtain RAAPS content package, minimally 

increase the workload of office staff as the RAAPS will be administered by staff and the 

adolescent completes it, and allow for easy transition into everyday practice.  
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Step 6: Practice Change  

 Proposing and implementing the change, or evidence-based project is the next step in the 

Iowa Model. This allows for an opportunity to determine if the change being implemented in the 

evidence-based project is feasible and can bring improved outcomes for the patient. Ongoing 

evaluation was done with the intention to adjust as needed to maintain sustainability, continue to 

be evaluated until proven successful and then extended to an organization for practice change. 

This next section will discuss the project protocol including the sample, intervention, role 

responsibilities, barriers, facilitators, approvals from UT and IRB, and the project 

implementation timeline.  

 Sample. 

  The project participants were adolescent patients at Downriver Pediatrics, a 

pediatric primary care office. Convenience sampling was utilized to recruit participants for this 

project and participation was voluntary. Inclusion criteria for participation included: 1) 

adolescents ages 13-18 years, 2) being seen for annual preventive (wellness) visit, which consists 

of physical examinations, asthma follow-up, attention deficit follow-up, and long term visits 3) 

accompanied by parent/legal guardian who is able to sign the informed consent for the 

adolescent to participate 4) able to complete standardized screening tool without assistance from 

parent/legal guardian and 5) must identify English as their primary language.  Exclusion criteria 

from participation included 1) being seen for a sick visit, or 2) parent/legal guardian not present 

with them at visit. The proposed sample size for this project was 60 participants, consisting of 

two different groups of 30. Although this is the case, due to time restraints and the COIVD-19 

pandemic, the sample size was 20 participants, 15 in the usual care group and 5 in the 

intervention group. 
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The first 15 participants were selected based on inclusion and exclusion criteria and did 

not complete the RAAPS prior to annual preventive (wellness) visits, which is the offices usual 

care. These 15 participants completed the APPIS after their annual preventive (wellness) visits. 

After 15 participants were recruited and completed the APPIS, the author met with office staff to 

provide education and introduce the RAAPS, the intervention being employed for this project. 

The author provided education to the health care providers during a lunch and learn session. At 

this time the staff was provided with handouts on the description of the RAAPS, including an 

overview and science behind the assessments, coaching tips to support professionals in 

discussing risk behaviors, and risk-specific, evidences-based messages that they can distribute to 

youth.  Handouts were obtained from the RAAPS content package that was be purchased by the 

pediatric primary care office for a year that provided them with licensing to utilize the RAAPS 

for a year. Ongoing assistance for the staff was provided in the office by the author after the 

lunch and learn when the staff had additional questions in regards to the utilization of the 

RAAPS and the process of implementing in the pediatric primary care office. After education 

was provided to staff and the RAAPS was introduced, an additional 5 participants were selected 

and completed the RAAPS prior to annual preventive (wellness) visits.  

 The recruitment process for both groups of participants took place at the pediatric office 

on multiple occasions. This doctoral student was present throughout the recruitment process for 

this project and front office staff assisted with identifying eligible participants based on health 

care providers’ office visit schedules.   

 The front office staff, which consisted of personnel who check patients in and out, were 

provided with in person direct assistance in determining which patients match the inclusion and 

exclusion criteria for the project. This was done after reviewing the daily schedule and 
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identifying individual patients who meet the inclusion criteria. The staff was provided with the 

inclusion and exclusion criteria and a list of potential participants, to determine which patients 

were eligible participants. This included the age of the patient and what they are being seen in 

the office for that day. Once the front office staff determined a patient was potentially eligible 

they provided the patient and parent/legal guardian with a recruitment flier approved by the IRB 

that gave a brief description of the EBP project. The front office staff then informed the 

adolescent patient and their parent/guardian that the doctoral student would be out to speak with 

them personally in a few minutes to answer any questions that they may have and for potential 

recruitment. The front office staff then would inform the doctoral student that they had a 

potentially eligible participant in the waiting area that was reviewing the recruitment flier at this 

time. If the patient and parent/legal guardian agreed to participate in the study, consent and 

assent was then obtained by the doctoral student using an IRB approved written consent form 

and assent form. If the eligible participant was 18 years of age then the doctoral student obtained 

consent from that participant as they are not required to have a parent/legal guardian present at 

their annual preventive (wellness) visits. If the eligible participant was younger than 18 years of 

age the doctoral student obtained consent from the parent/legal guardian and assent for the 

adolescent patient.  

Intervention. 

This EBP project intervention implemented was the Rapid Assessment for Adolescent 

Preventive Services (RAAPS) into routine clinical practice prior to annual preventive (wellness) 

visit. RAAPS is a 21-item question adolescent risk screening tool developed to identify 

adolescent high-risk behaviors, that contribute most to morbidity, mortality, and social problems 

(Salerno et al., 2012).  The standardized screening tool includes evidence-based questions from 7 
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different categories that are considered adolescent high-risk behaviors. These include: 

nutrition/physical activity, substance use, sexual health, violence, protective, mental health, and 

safety (CDC, 2018).  

Validity and reliability of this tool as a measure of adolescent high-risk behaviors has 

been confirmed (Salerno et al., 2012).  Psychometric methods were utilized in a study by Salerno 

et al. (2012) to establish face-, content-, and criterion-related validity and inter-rater and 

equivalence reliability. Focus groups with adolescents (n=21) and healthcare professionals (n=7) 

were facilitated to establish face validity. Adolescent expert review (n=10) was gathered to 

establish content validity and reliability. A retrospective chart audit of adolescents (n=263) who 

completed both the RAAPS and Guidelines for Adolescent Preventive Services risk 

questionnaire was conducted to assess criterion-related validity and equivalence between paired 

question responses using Cohen kappa measure, percent agreement, and Fisher exact test 

(Salerno et al., 2012). The results of Salerno et al.’s (2012) validation reliability analyses found 

the adolescent expert content validity index scores ranged from 0.825 to 1.0, and inter-rater 

content agreement ranged from 0.9 to 1.0. Cohen kappa scores ranged from 0.44 to 0.99 and 

percent agreement ranged from 0.71 to .99 (Salerno et al., 2011). These findings established 

criterion-related validity and equivalence with the Fisher exact test resulting in all p > 0.05 

(Salerno et al., 2012).  

Once consent from the parent/legal guardian and assent form the adolescent was 

obtained, the doctoral student provided the adolescent with the RAAPS. The RAAPS was only 

given to the second group of 5 participants that were selected after education for pediatric 

primary care providers was provided and the RAAPS was introduced. A private, designated desk 

was provided in office lobby, where the doctoral student took adolescents and gave them privacy 
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to complete the RAAPS. The 21-item question screening tool was completed by the adolescent 

prior to their annual wellness (preventive) visit. It was completed by the adolescent by pen and 

paper and determined to be able to be completed by adolescents in an average of 5 to 7 minutes 

(Darling-Fisher et al., 2014). The completed form was only accessible to the doctoral student and 

the primary care provider and not the adolescent’s parent. This doctoral student remained in the 

lobby of the office while the adolescent was completing the RAAPS and then collected the 

RAAPS once they had completed it. Once the RAAPS was completed it was placed in the 

adolescent patients’ paper chart by the health care providers work station. This allowed the 

pediatric primary care provider to review the completed RAAPS prior to entering the 

examination room.  

In order to obtain baseline data, prior to employing the RAAPS at annual preventive 

(wellness) visit, eligible participants from the usual care group (n=15) completed the Adolescent 

Patient-Provider Interaction Scale (APPIS). This was completed following their annual 

preventive (wellness) visit with the pediatric primary care provider at the pediatric primary care 

office. The APPIS is a 10-item questionnaire that attempts to measure the style of exchange of 

information and balance of power during a health care visit (Wood et al., 2006). The 

questionnaire has established validity and reliability and can assist in evaluating approaches to 

improve health care outcomes (Wood et al., 2006). The 10-item questionnaire was also 

completed by the intervention group (n=5) following their visit with the healthcare provider.  

Demographical data was also collected by the doctoral student for all participants 

including: 1.) gender, age, and ethnicity of the adolescent patient, 2.) gender and credentials of 

health care provider, and 3.) gender and age of parent/legal guardian present at the annual 

preventive (wellness) visits. Gender and credentials of health care provider that sees the 



35 
 

adolescent patient and ethnicity of the adolescent was collected by the doctoral student from the 

daily schedule. Demographical information from the adolescent and parent/legal guardian 

present with the adolescent patient, including gender and age was collected by the doctoral 

student via a handout after consent/assent was obtained.  

Role Responsibilities.  

Project implementation required minimal assistance from the staff at Downriver 

Pediatrics. The doctoral student was present in the office during the recruitment process and 

provided the front office staff with education on inclusion and exclusion criteria, so they could 

inform the doctoral student of potentially eligible participants based on the office visit schedule. 

Provider schedules were checked weekly to determine the possible number of participants that 

could be recruited daily.  Front office staff were responsible to handout a recruitment flier 

prepared by doctoral student to potentially eligible participants. They also informed potentially 

eligible participants that the doctoral student would be available to discuss any questions with 

them while in the waiting room. Once the front office staff gave out the recruitment flier they 

informed the doctoral student that there was a potentially eligible participant in the waiting room. 

The rest of the recruitment responsibilities were completed by the doctoral student, as discussed 

in the sample and intervention sections, to minimize any interruptions in the daily work flow 

within the clinic.  

 Barriers.   

 It is impossible to avoid all barriers during the implementation of a project. Identifying 

these barriers prior to employing the EBP project and attempting to find solutions to work 

through these barriers was helpful in the implementation process. The following barriers have 
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been identified for this doctoral project: lack of participation of office staff, lack of participants 

that meet inclusion criteria, and IRB approval.  

 The staff had minimal additional tasks that they were responsible for when 

implementation of this project took place. The front office staff had an additional task of 

identifying potentially eligible participants on a daily and weekly basis and informing the 

doctoral student. In order to make this process as easy as possible, the doctoral student was 

present in the clinic during the entire recruitment process. The student provided the front office 

staff with a flowsheet to determine whether a patient does or does not meet inclusion and 

exclusion criteria. An IRB approved recruitment flier was also made by the doctoral student for 

the front office staff to distribute to potentially eligible participants. Once they handed out the 

recruitment flier they informed the doctoral student. The doctoral student was then available to 

speak with potentially eligible participants in regards to the project and answer any additional 

questions. This was done to minimize any delays in the front offices’ staffs daily work flow. 

 In order to address the potential barrier of lack of participation of the office staff the 

doctoral student planned several visits to meet with the primary healthcare providers and the 

manager in the clinical area. At these meetings the doctoral student discussed the proposed 

project and took staff suggestions to improve the protocol. This active participation by the 

clinical staff in the implementation phase increased the ease by which the intervention was 

implemented.   

 The last barrier was the lack of participants due to not meeting inclusion criteria. 

Adolescents did not meet inclusion criteria if their parent/legal guardian did not agree to sign 

consent for them to participate in the proposed project. Also, adolescents presenting to the office 

without their parent/legal guardian and not 18 years of age made them ineligible for 
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participation. Front office staff was educated to determine whether the adolescent is with their 

parent/legal guardian prior to doctoral student approaching them for participation to avoid any 

issues. The doctoral student approached the adolescent’s and parent/legal guardian to describe 

the proposed project and address any fears or concerns they may have.  

 Facilitators.  

 It is an important part of the evidence-based practice project to identify key facilitators, 

as they will allow and assist the doctoral student to overcome any barriers, both anticipated and 

unknown. The office manager in the clinical agency, directly impacted the success of this 

project, by strongly advocating for the doctoral student during the planning of the project and its 

implementation. The office had been looking to implement a standardized screening tool for 

adolescent high-risk behaviors to improve their current standard of care. Office staff agreed to 

participate in the project as they plan to incorporate this screening tool into their daily routine at 

annual preventive (wellness) visits. Financial assistance from the office was another facilitator as 

they purchased the RAAPS content package in order for the doctoral student to utilize 

throughout the project.  

 Approvals from UT and IRB. 

 This evidence-based project was approved by the University of Toledo’s Institutional 

Review Board (IRB) prior to implementation. In order to obtain approval of this project, the 

doctoral student applied to IRB at the University of Toledo. The doctoral student defended the 

proposed project in front of the selected doctoral project committee in October of 2019. Once 

successful defense of the proposed project was completed, the IRB application was submitted 

and approval for project was received in February of 2020.  
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 Project implementation timelines.  

 The recruitment process began following a successful defense and approval from IRB for 

the proposed evidence-based project. The recruitment process timeframe could only be estimated 

as it was based on scheduled office visits. Pediatric health care providers at Downriver Pediatrics 

see an average of 15-20 patients daily, with 2-3 health care providers scheduled to see patients 

on a daily basis. These visits consist of patients ranging from birth to 18 years of age being seen 

for annual preventive (wellness) visits and sick visits. A total of 20 participants were recruited 

for this EBP project. The first 15 participants were recruited based on inclusion and exclusion 

criteria prior to the RAAPS being employed in the office. These participants (n=15) completed 

the Adolescent Patient-Provider Interaction Scale (APPIS) following their annual preventive 

(wellness) visit with their primary healthcare provider.  

 After these 15 participants were recruited to complete the APPIS for baseline data, 

education and introduction of the RAAPS intervention was provided to the health care providers. 

The recruitment process then began again after this and obtained additional participants (n=5) for 

the intervention group. These participants (n=5) also completed the APPIS following their 

annual preventive (wellness) visit with their primary healthcare provider, post-intervention. A 

detailed timeline guided by the steps of the Iowa Model with the projected and actual dates that 

steps occurred is available in Table 7. 

Step 7: Disseminate Results 

The final step of the Iowa Model is to disseminate results and finalize the change into 

practice. After completion of this project, the project and its findings were presented to the 

selected doctoral committee. In addition, the outcomes and analysis were shared with Downriver 

Pediatrics where the project was conducted.  It is anticipated that the RAAPS will improve the 
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style of the exchange information and balance of power at annual preventive (wellness) visits 

and the RAAPS is incorporated into their daily practices to identify and prevent adolescent high-

risk behaviors.    

Outcomes 

 The outcomes that were measured during this project included the style of the exchange 

of information and balance of power while discussing adolescent high-risk behaviors during 

annual preventive (wellness) visits. Outcome data and demographic information was collected at 

baseline once consent/assent was obtained by the first 15 participants, which included 

completion of the APPIS after their annual preventive (wellness) visit. Following the 

intervention, which consisted of the adolescents completing the RAAPS prior to the annual 

preventive (wellness) visits, the APPIS was completed by an additional 5 participants following 

their annual preventive (wellness) visits.  The demographic information collected included the 

gender and age of the adolescent patient and parent/legal guardian present and the gender and 

credential of the health care provider at the annual preventive (wellness) visits. Following data 

collection, the data were transcribed into an excel spreadsheet, then transferred to SPSS V25 for 

statistical analyses to address the purpose of the project.   

APPIS 

 The purpose of the Adolescent Patient-Provider Interaction Scale (APPIS) in this project 

was to assess the impact of the RAAPS intervention. The APPIS measured the style of the 

exchange of information and balance of power during a health care visit (Woods et al., 2006). 

Woods et al. (2006) developed this scale to assess perceptions of adolescents concerning their 

provider’s communication ability and mutual exchange of information. Since there are few 

studies available concerning adolescent patients’ satisfaction with care, perceptions of health 
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care quality, and patient-provider interaction, Woods et al (2006) developed the APPIS based on 

the Roter and Hall model of adult patient-doctor communication and mutual exchange of 

information. The constructs in this scale were developed based on adolescent patients in a 

reproductive health setting that consistently reported specific concepts being important to them 

and continued to provide feedback about wording that made sense and was relevant (Woods et 

al., 2006). Although the constructs were developed by feedback from a specific population, the 

language of the questions were kept at a middle school reading level and without local jargon, in 

order to be able to be tested in other settings (Woods et al., 2006).   

 Woods et al. (2006) performed a psychometric evaluation to evaluate the scales reliability 

and validity. To assess construct validity, the APPIS was compared with the satisfaction scale 

used by the Young Health Care Survey (YAHCS) and Kahn’s Provider Communication Scale. 

Cronbach’s alpha was utilized as a measure of reliability on the 10-item scale. Factor analysis 

and reliability statistics were performed on the entire scale of 10 items as well as on each of the 

yielded three main components (Woods et al., 2006). The results of Woods et al. (2006) validity 

and reliability analyses found an overall Cronbach’s alpha of .75, indicating that APPIS showed 

good internal consistency. APPIS also showed good convergence with YAHCS 6-item (r=.57) 

and 8-item versions (r= .50) and modified Kahn’s 7-item Provider Communication Scale (r= 

.48), with all values of p <.001 (Woods et al., 2006).    

Evaluation 

Statistical Analysis  

 The statistical analyses used to analyze the outcome data for this project was conducted 

in two steps. First, the demographic data and data obtained from the Adolescent Patient-Provider 

Interaction Scale was transcribed from the data collection forms and entered into an Excel spread 
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sheet. Descriptive analyses including mean, standard deviations, skew, and frequencies were 

calculated to inform the external validity of the findings. This step in the analysis determined that 

the data met the assumptions of the parametric testing. Analysis of the demographic information 

indicated both the control and intervention groups were similar.  Table 1 presents comparisons of 

the demographic variables between the intervention and control groups. 

 The second step of the analysis compared the APPIS between the control and the 

intervention group. A total score from the APPIS was calculated for each subject by summing of 

the responses to all 10 items.  

Results 

The usual care group was comprised of a sample size of fifteen adolescents (n=15) and 

the intervention group consisted of five adolescents (n=5). The combined sample of adolescents 

for both the usual care and intervention group consisted of 20 adolescents of which 40% (n=8) 

were females and 60% (n=12) were males. The mean age of the adolescents was 15.00+1.48 

years and ranged from 13 to 18 years of age. The majority of the adolescents self-reported as 

Caucasian (n=14, 70%), with 15 % (n=3) reported as African American, 10% (n=2) reported as 

Hispanic, and 5 %(n=1) reposted as Asian. The age and gender of the parent/legal guardian 

present at the visits was collected for each adolescent. The majority of the parent/legal guardian 

present reported as females (n=16, 80%), with 20% (n=4) reported as males. The mean age of the 

parent/legal guardian present at the visits was 45.10 + 5.84.  

Adolescents that participated were being seen for wellness visits, which included asthma 

follow-up, physical examination, long term visit, attention deficit disorder follow-up, or a 

combination of these. Of the adolescents who participated, 60% (n=12) were seen for a physical 

examination, 25% (n=5) were seen for an attention deficient disorder follow-up, 10% (n=2) were 
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seen for an asthma follow-up with a physical examination, and 5% (n=1) was being seen for a 

long-term visit. Chi-square tests compared the study groups on the categorical demographic 

variables while t-test were calculated to compare the groups on the continuous demographic 

variables.  These comparisons found no significant differences between the usual care and 

intervention group on any of the demographic variables (These results can be found in Table 1). 

Table 1 Comparison of Study Groups on Demographic Variables  

 
Discrete Variables 

Usual Care 
N, % 

Intervention 
N, % Statistical Comparison 

Gender (Adolescent) 
 

M: 8 (53.5%) 
F: 7 (46.7%) 

M: 4 (80%) 
F: 1 (20%) 

Χ2= 1.11   p= .29 

Ethnicity 
(Adolescent):  

Caucasian: 9 (60%) 
African American: 3 
(20%) 
Asian: 1 (6.7%) 
Hispanic: 2 (13.3%) 

Caucasian: 5 (100%) 
African American: 0 
(0%) 
Asian: 0 (0%) 
Hispanic: 0 (0%) 

Χ2=2.86    p= .41 

Gender (PCP): M: 1 (6.7%) 
F: 14 (93.3%) 

M: 1 (20.0%) 
F: 4 80%) 

Χ2= .74  p= .39 

Credential (PCP): DO: 7 (46.7%) 
NP: 8 (53.3%) 

DO: 2 (40%) 
NP: 3 (60%) 

Χ2=  .07  p= .80 

Gender (Parent/legal 
guardian) 

M: 4 (26.7% 
F: 11 (73.3%) 

M: 0 (0%) 
F: 5 (100%) 

Χ2= 1.67   p= .20 

Type of Visit PE: 9 (60%) 
ADD: 3 (20%) 
LT: 1 (6.7%) 
ASTHMA/PE: 2 (13.3%) 

PE: 3 (60%) 
ADD: 2 (40%) 
LT: 0 (0%) 
ASTHMA/PE: 0 (0%) 

Χ2= 1.60  p= .66 

Continuous Variables Usual Care 
M+SD 

 

Intervention 
M+SD 

Statistical Comparison 

Age (Adolescent) 14.73+1.34 15.80+1.79 t= 2.04   p= .17 
Age (Parent/legal 
guardian) 

45.27+6.04 44.60+5.81 t= .05   p= .83 

APPIS score  34.93+3.92 33.80+2.17 t= .37   p=.55 
 

The average age of the 15 usual care subjects (M=14.73 + 1.34) was not significantly 

different (t=2.04, p=.17) compared to the average age of the intervention group (M=15.80 + 

1.79). As well, both groups reported similar representation of different races (χ2= 2.86, p=.41) a 

majority of the usual care adolescents and intervention adolescents were Caucasian [usual care 
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(n=9, 60%), intervention (n=5, 100%)]. Also, the gender of the adolescents participating reported 

similar representation in both groups (χ2=1.11, p=.29), with the majority of the usual care and 

intervention adolescents being males [usual care (n=8, 53.%), intervention (n=4, 80.0%)]. 

The average age of the parent/legal guardian present at the visits for the usual care 

subjects (M= 45.27 +  6.04 ) was not significantly different (t=.05, p=.83) compared to the 

intervention group (M=44.60 + 5.81). As well, both groups reported similar representation of 

gender of parent/legal guardian present at the visits (χ2=1.67, p=.20), with the majority reporting 

as females [usual care (n=11, 73.3%), intervention (n=5, 100%)].  

Adolescents participating in this study were being seen for well visits that consisted of 

either a physical examination, attention deficit disorder follow-up, long term follow-up, or an 

asthma follow-up with a physical examination. Both groups reported similar representation of 

visits they were being seen for while participating (χ2=1.60, p=.66), with a majority of the usual 

care and intervention adolescents being seen for physical examinations [usual care (n=9, 60%), 

intervention (n=3, 60%)]. Adolescents were either seen by a Nurse Practitioner (NP) or Doctor of 

Osteopathic Medicine (DO) for their visit and similar representation of the health care provider 

was reported amongst the groups (χ2=.07, p=.80), with the majority of the adolescents being seen 

by a NP [usual care (n=8, 53.3%), intervention (n=3, 60.0%)]. As well, both groups reported 

similar representation of gender of the health care provider they saw for their visit (χ2=.74, 

p<0.05), with the majority reporting as females [usual care (n=14, 93.3%), intervention (n=4, 

80%)]. 

T-tests were calculated to determine if there was any statistically significant difference 

between the usual care group and intervention groups on the APPIS scores. Table 1 indicates 

there was no significant difference (t= .37, p=.55) in the APPIS scores between the two groups in 
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the study [usual care (M=34.93+3.92), intervention (M=33.80+2.17)] indicating that that the 

intervention, the Rapid Assessment for Adolescent Preventive Services, did not have a 

significant effect on the APPIS score.  

Table 2 Adolescent Patient-Provider Interaction Scale Reliability Statistics  

Cronbach’s Alpha N of items 

.822 10 

 

A reliability analysis was calculated to determine the internal consistency of the 

Adolescent Patient-Provider Interaction Scale within the sample of 20 subjects enrolled in this 

project. This scale measured the style of the exchange of information and balance of power 

during annual wellness (preventive) visits to determine if the intervention (RAAPS) was 

effective. Cronbach’s alpha showed the questionnaire to exhibit acceptable reliability, a=0.82. 

No single item, if deleted appears to appreciably increase the internal consistency of the overall 

instrument, as can be seen in Table 3.  

Table 3 Adolescent Patient-Provider Interaction Scale Item-Total Statistics  

 Corrected Item-Total 

Correlation  

Cronbach’s Alpha if 

Item Deleted  

QI (APPIS) .141 .860 

Q2 (APPIS) .635 .794 

Q3 (APPIS) .317 .829 

Q4(APPIS) .658 .791 

Q5 (APPIS) .356 .819 

Q6 (APPIS) .731 .786 

Q7 (APPIS) .658 .791 

Q8 (APPIS) .489 .808 
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Q9 (APPIS) .684 .785 

QI0 (APPIS) .702 .786 

 

Limitations 

The lack of time allotted for the doctored student to recruit for participants for this 

doctoral evidence-based project was a major limitation. Recruitment took place from February 

14th, 2020 to March 10th, 2020.  Due to the COVID-19 pandemic, Downriver Pediatrics 

implemented changes in their office that consisted of indefinitely postponing all annual 

preventive (wellness) visits. Once this change took place the doctoral student no longer had the 

opportunity to recruit any additional participants.  

 Another limitation noted was the small sample obtained for this doctoral evidence-based 

project. In order to promote success in the recruitment process the doctoral student was present at 

the clinical agency throughout the entire process. The doctoral student checked the office 

schedule weekly to determine which dates and times when potential participants appointments 

were scheduled. The doctoral student then provided a list to the front office staff of which 

adolescents were potential participants, so they could notify the doctoral student when the 

potential participant checked in.  The front office staff then gave the adolescent and parent/legal 

guardian an IRB approved flier about the study while they checked in and informed them that the 

doctoral student would be out to talk to them shortly. This strategy was successful in recruiting 

subjects because it gave the potential participants the chance to look over the flyer by themselves 

in the waiting room prior to their visit. Then the doctoral student was able to determine if the 

adolescent was interested in participating and could answer their questions prior to deciding to 

participate in the study. While doing this in the waiting room, the adolescent and parent/legal 

guardian were able to give the doctoral student their full attention because they had on average 
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about 10 minutes before they were called to the examination room for their appointment. 

Speaking to them prior to the visits allowed enough time to go over any questions that may have 

and then complete consent/assent forms and the RAAPS. 

 Ensuring that the health care provider received the completed RAAPS prior to entering 

the examination room was another limitation. Health care providers are able to mark in the 

electronic chart when they are finished with their patient and going to see the next patient.  When 

they are busy they don’t always have the time to do this, which made it difficult to determine 

which examination room the provider was in. This was a time restraint at times as the doctoral 

student would place the competed RAAPS in the patient’s paper chart, but had to remain there to 

remind the health care provider to review it.  

Similar future projects may benefit by starting their project a few months earlier as there 

were very few little scheduled annual preventive (wellness) visits for 13-18-year old’s when 

recruiting took place in February and March. The office manager indicated adolescents, ages 13-

18, are the lowest population they see at the office and the majority are seen for their annual 

preventive (wellness) visits when it is time for required sports physicals (P. Rousse, personal 

communication, February 14, 2020). Future investigators may wish to recruit subjects for similar 

studies in late summer when the office is conducting annual sports physicals. Timing was 

another limitation that occurred when trying to communicate with the health care providers 

during the intervention group. It may have been more convenient to place the completed RAAPS 

outside the patient’s room, rather than on their paper chart. This would give the health care 

provider a reminder when entering the room that they need to review the RAAPS with the 

adolescent.  
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Discussion 

Identifying and preventing adolescent high-risk behaviors during annual preventive 

(wellness) visits is an integral part in improving the health and well-being of adolescents (CDC, 

2018). Introducing the RAAPS was intended to improve the style of the exchange of information 

and balance of power during annual preventive (wellness) visits between the health care provider 

and the adolescent. The main goal was to provide the adolescent with the opportunity to discuss 

their high-risk behaviors, in the hopes that they would return for future care to address these 

high-risk behaviors. As the office manager at Downriver Pediatrics indicted, the adolescent 

patients that met inclusion and exclusion criteria are the lowest population they see at the office 

and they are hoping this will increase visits of this population (P. Rousse, personal 

communication, January 23, 2020). 

This study demonstrated that it is feasible to utilize the RAAPS, during annual preventive 

(wellness) visits, to identify and address adolescent high-risk behaviors. After implementing the 

RAAPS, the office staff and health care providers, reported that there was no delay in the daily 

work flow. Average visits for annual preventive (wellness) visits are scheduled in twenty-minute 

blocks and the health care providers felt as though these visits were appropriate to include the 

utilization of the RAAPS. The results of this project did not show a significant difference 

between the interaction between the adolescent and provider prior to and after implementing the 

RAAPS, which may be due to the small sample size. These results may also be due to the fact 

that the adolescents that participated may have already had good rapport with the health care 

provider they saw during the visit. This may be due to the fact that several of the adolescents 

who participated were seen for long term visits, attention deficit disorder follow-up, and asthma 

follow-up appointments. Adolescents being seen for these visits may have more frequent and 
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consistent visits at the office with their health care provider(s) (Dr. Detorre, personal 

communication, March 3, 2020). The results indicated that the APPIS, was reliable in regards to 

measuring the style of the exchange of information and balance of power during annual 

preventive (wellness) visits.  

Adolescents and their parent/legal guardian that participated in this study may have felt 

as though this was an important area to have a better understanding, as they were more willing to 

participate. There were only two participants that were approached that declined to be a part of 

the study. This was due to time restraints as they were worried the survey after the visits would 

take too long as they had somewhere they needed to be. The lack of participants was due to 

circumstances that were uncontrollable with the COVID-19 pandemic. The willingness from 

adolescents and parent/legal guardians to participate in this study may encourage the health care 

providers at Downriver Pediatrics to incorporate and sustain this change into their daily routines.  

Plan for Sustainability 

 The health care providers at Downriver Pediatrics were involved in the process with the 

intervention group, by reviewing and addressing the RAAPS, that was completed by adolescents 

being seen. As facilitators of the utilization of the RAAPS, the health care providers can continue 

to use this standardized screening tool in their pediatric primary care setting. The benefit of the 

health care providers being facilitators of the RAAPS is that they can utilize this tool to screen 

for and identify adolescent high-risk behaviors.  

 In addition, the doctoral student received licensing for the RAAPS from Jennifer Salerno, 

who created the RAAPS, for a year for Downriver Pediatrics Associates, that way the health care 

providers can continue to utilize the pdf version of the standardized screening tool. The doctoral 

student handed over all the information to the office manager, who will have access to the 
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RAAPS, which includes the standardized screening tool utilized in this project and additional 

resources.  

Communication and Dissemination of Recommend Change  

 Upon completion of the data analysis the doctoral student developed a PowerPoint 

Presentation of the implementation process and results to disseminate to the health care providers 

at Downriver Pediatrics. The doctoral student sent this to the office manager at Downriver 

Pediatrics and due to the shelter in place mandate set up a time to remotely call the office and 

discuss the results and any questions the health care providers may have. This serves as the first 

step in the distribution of the implementation and evaluation of the EBP project.  

Further Recommendation and Conclusion 

Implications for Future Practice  

 Findings from this study support that implementing a standardized screening tool to 

identify and prevent adolescent high-risk behaviors in a pediatric primary care office is feasible. 

Health care providers working with adolescents are in the best position to utilize such tools in 

order to allow adolescents the opportunity to discuss their high-risk behaviors at their annual 

preventive (wellness) visits. The implementation of the RAAPS, a standardized screening tool, is 

a reliable tool to identify and prevent adolescent high-risk behaviors (Salerno et al., 2012). 

Scores from APPIS in this study were similar to scores reported in a study by Fair et al. (2014) 

that investigated the association between knowledge of disease markers and quality of patient-

provider interaction.  All participants in the study by Fair et al. (2014) completed the APPIS, 

which indicated that the majority of the adolescents experienced positive interactions with 

providers (mean APPIS=34.68 + 2.66). These similar scores indicate adolescents that 

participated in this study at Downriver Pediatrics experienced positive interactions with their 
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health care provider with and without the intervention, RAAPS [mean APPIS (usual care= 34.93 

+ 3.92), (intervention=33.80 + 2.17)]. Future studies need to be done in order to support the 

efficacy of the Rapid Assessment for Adolescent Preventive Services (RAAPS). In future 

projects a larger sample would help yield better results due to the lack of statistical power with 

the small sample size. Although this is the case, there was no significant difference in 

demographics found between the usual care and intervention groups which could also be due to 

the small sample size.  

 Recommendations have been proposed previously for modifications to the 

implementation process to prevent slowing down the daily work flow at the office. At the time of 

the project, the doctoral student was responsible for having the adolescent complete the RAAPS 

and then made sure the health care provider received it prior to the visit. It may be beneficial to 

have front office staff hand out the RAAPS and not check patients in as ready until they 

complete and return the RAAPS to the staff. This would prevent any confusion in regards to 

adolescent not being able to complete RAAPS, prior to the medical assistant checking them into 

their examination room for their annual preventive (wellness) visits.
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Appendix 

Table 4: 

Synthesis Evaluation Table 

Citation 
Conceptual 
Framework 

Design/ 
Method 

 
Sample/ Setting Purpose of Study  

Data 
Analysis 

 
Study Findings Strengths & Limitations 

Baldridge, S. & 
Symes, L. (2018). 
Just between us: An 
integrative review of 
confidential care for 
adolescents.
  

 

No conceptual 
framework  

Whittemore and 
Knafl’s integrative 
literature review 
process 

26 research articles 
included patients’, 
parents’, and 
physicians’ 
perspectives; 
publications included 
quantitative (n=18), 
qualitative (n=6), and 
mixed methods 
research (n=2) 

To describe research 
related to the practice of 
confidential care for 
adolescents and 
strategies to improve 
confidential care  

Evidence evaluated 
using John Hopkins 
Nursing Evidence-
Based Practice 
Research Evidence 
Appraisal  

Practices should be 
encouraged to 
support confidential 
care and environment 
needs to be 
developed; including 
risk behavior 
screening guidelines 
and risk behavior 
screening tools and 
implementing a script 
in order to promote 
effective 
communication and 
assure confidentiality 

S: Integrative review 
showed that nurse 
practitioners should 
implement confidential 
care if they are not already 
providing it  

L: The levels of evidence 
of the articles review were 
relatively low consisting 
of survey studies and 
qualitative focus groups  

Chisolm, D. J., 
Klima, J., Gardner, 
W., & Kelleher, K. J. 
(2009). Adolescent 
behavioral risk 
screening and use of 
health services. 

No conceptual 
framework  

Adolescents 
completed a 
computerized 
behavioral risk 
screening system 
known as Health 
eTouch in nine 
primary care 
clinics; clinics 
were randomized 
to one of two 
conditions 
immediate 
feedback (where 
risk reports were 
printed in the 
office and 
available for 
clinician to see 
before the visit) 
and delayed 

996 Adolescents 
screened (ages 11-20) 
after completing 
eHealth risk 
assessment in primary 
care clinics operated 
by a large, urban 
children’s health care 
system in the Midwest  

639 were given 
immediate feedback 
(338 screened negative 
and 301screened 
positive for substance 
use, suicide, or 
depression) 

357 were given 
delayed feedback (279 
screened negative and 
78 screened positive 

To study of the use of 
computerized screening 
for substance use, 
mental health issues, 
and suicidal thoughts 
affects the utilization of 
medical services in 
adolescents  

Multivariate logistic 
regression analyses 
were conduction to 
determine service 
use (medical or 
behavioral)  

A modified-
sandwich estimator 
of variance was 
utilized from 
STATA due to 
patients being 
clustered in clinics  

Relationship between 
screening and 
medical services use 
to be significant 
(OR=1.24; 95% CI 
1.05-1.45) 

Association between 
screening and 
behavioral health 
services was 
significant (OR= 
6.42; 95% CI 4.36-
9.44) 

S: This study showed that 
screening was associated 
with increased utilization 
of medical services; which 
may be due to improved 
patient communication and 
satisfaction through 
screening and more likely 
to return for future visits  

L: Patients were not 
randomized to screening 
or non-screening 
conditions  
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feedback (where 
the reports were 
delivered by mail 
three days later) 

for substance use or 
depression) 

Chisolm, D. J., 
Klima, J., Gardner, 
W., & Kelleher, K. J. 
(2008). Adolescent 
satisfaction with 
computer-assisted 
behavioral risk 
screening in primary 
care.  

No conceptual 
framework  

Correlational 
study; adolescents 
completed the 
Health eTouch 
screener that 
stated whether the 
patient screened 
positive for injury 
risk, depression, 
risk, and substance 
use risk; if any 
areas were 
positive the report 
as sent to the 
provider 

1021 adolescents (ages 
11-20) completed 
questionnaire in 9 
primary care clinics, 
that were first time 
used of the system 
(929 cases were 
analyzed based on 
exclusion criteria) 

To measure patient 
satisfaction with a 
computerized mental 
health and risk behavior 
screening tool in 
adolescents  

Analyses of 
satisfaction was 
measured as 
“Moderate/Poor 
Satisfaction” from 
those who reposted 
very dissatisfied, 
somewhat 
dissatisfied, and 
somewhat satisfied 
in comparison to 
those who reported 
“High Satisfaction” 

Measure of 
perceived ease of 
use, perceived 
usefulness, and trust 
were measure on a 
1 to 5 scale with 1 
indicating strongly 
disagree and 5 
indicating strongly 
agree  

60% of adolescents 
described themselves 
as highly satisfied 
with Health eTouch 
System  

Perceived ease of use 
(Adjusted Odds 
ration = 1.48, 95%; 
CI 1.18-1.86), 
perceived usefulness 
(Adj. OR= 2.18, 
95%; CI 1.63-2.62), 
and trust (Adj, OR= 
3.31, 95%; CI 2.00-
3.32) were 
assooscfaisted with 
high satisfaction   

S: This study shows that 
screening questionnaires 
completed by adolescents 
can improve both the 
quality and quantity of 
information in regards to 
health and risk behavior 
during a clinical encounter  

L: Study was completed 
within a single health care 
system and not all patients 
there completed the 
screening  

Coker, T. R., Sareen, 
H. G., Chung, P. J., 
Kennedy, D. P., 
Weidmer, B. A., & 
Schuster, M. A. 
(2010). Improving 
access to and 
utilization of 
adolescent preventive 
health care: The 
perspective of 
adolescents and 
parents.  

Grounded 
theory  

Qualitative Study  8 focus groups with 77 
adolescents (ages 13-
17; 36 boys and 41 
girls) enrolled in a 
large Medicaid 
managed care place in 
Los Angeles, 
California and two 
focus groups with 21 
of their parents 

To examine the 
perception of 
adolescents and their 
parents on ways to 
encourage adolescents 
to utilize preventive 
health services (ways to 
encourage teens to 
discuss important health 
topics during preventive 
visits)  

Adolescents 
described that 
having a good, 
continuous 
relationship with 
their clinicians who 
respect their time 
and confidentiality 
makes to easier to 
return for care  

Technology driven 
tools can be used to 
encourage 
discussion of 
sensitive topics and 
to increase risky 
behavior screening  

Constant comparative 
method of qualitative 
analysis to transcribe 
and analyze recorded 
discussions 

2 coders 
independently coded 
each transcript and 
then discussed 
differences and made 
modifications 
(Cohen’s kappa 
scores were 82-92%)  

S: Adolescents and parents 
believe that a doctor-teen 
relationship (privacy, 
confidentiality, provider 
continuity, relationship 
and rapport-building) is 
crucial to encourage 
discussions of high risk 
behaviors  

L: Only focused on 
enrollees in one specific 
geographical area  

Daley, A. M., 
Polifroni, E. C., & 
Sadler, L.S. (2017). 

No conceptual 
framework   

Metasynthesis of 
12 qualitative 
research studies  

The final sample was 
ethnically, racially, 
and geographically 

To capture a more 
holistic view of what 
adolescents, as 

Noblit and Hare’s 
(1998) meta-
ethnographic 

Five overarching 
metaphors describing 
adolescents’ 

S: Provides an important 
contribution in regards to 
what adolescents expect 
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Treat me like a 
normal person” A 
mete-ethnography of 
adolescents’ 
expectations of their 
health care providers.  

diverse and consisted 
of 585 adolescents 
(314 female, 230 
males); genders of the 
teens (n=41), who 
participated in one 
study were not 
available  

consumers of health 
care services, expect 
from their primary 
health care providers  

approach (seven 
phase process) 

expectations of their 
providers (Talk with 
me- not at me, 
respect my privacy 
and confidentiality, 
accept me, show me 
you are a 
professional, and 
trusted relationship)  

from their primary care 
providers  

L: Meta-ethnography is an 
interpretative process and 
relies on the 
interpretations of the 
researchers who conduced 
the studies  

Darling-Fisher, C. S., 
Salerno, J., Dahlem, 
C. H., & Martyn, K. 
K. (2014). The Rapid 
Assessment for 
Adolescent 
Preventive Services 
(RAAPS): Providers’ 
assessment of its 
usefulness in their 
clinical practice 
settings. 

No conceptual 
framework  

Mixed methods 
descriptive study; 
online survey 
(quantitative 
multiple-choice 
questions and 
Likert-scaled 
items with 
qualitative open-
ended items)  

201 providers from a 
variety of settings 
across the United 
States (responses came 
from providers from 
26 U.S. states and 
three foreign countries; 
Canada, Korea, and 
Ireland) 

To evaluate health 
providers’ use of the 
RAAPS screening tool 
identify adolescent high 
risk behaviors, its ease 
of use and efficiency, 
and its impact on 
patient/provider 
discussions of sensitive 
risk behaviors  

SAS 9.2 

Two-sample t-tests 

Chi-square and 
McNemar 

Cronbach’s alpha 

Fisher exact test 

Qualitative analyses 
performed by the 
fourth author using 
the constant 
comparative method 
to identify common 
themes related to 
the use of RAAPS 
from the 
perspective of the 
providers   

The results showed 
that providers were 
satisfied with their 
experience with 
RAAPS on 
performance, 
communication, and 
overall rating (n=98) 

Performance (3 
items); a=0.81 

Communication (4 
items); a=0.86 

Overall Experience 
(8 items); a=0.91 

Providers believed 
that RAAPS 
facilitated risk 
discussions with 
adolescents, 
presented 
opportunities for 
teens to ask questions 
and provides 
consistent opening to 
address risky 
behaviors, and is 
quick, concise, 
efficient, fast, and 
easy to interpret  

S: Study provides support 
for the use of the RAAPS 
in clinical practice settings  

L: The majority of those 
that completed the survey 
were nurse practitioners 
who were already using 
RAAPS (n=57, 67%); not 
a comprehensive tool as it 
misses areas such as 
general health and school 
performance  

Fuentes, L., Ingerick, 
M., Jones, R., & 
Lindberg, L. (2017). 
Adolescents’ and 
young adults’ reports 
of barriers to 
confidential care and 
receipt of 

No conceptual 
framework  

Cross-sectional, 
descriptive study  

Confidentially 
concern with a 
provider was 
measured by the 
ACASI- 
administered 

Data from 2013 to 
2015 from the 
National Survey of 
Family Growth; a 
survey used to assess 
U.S. resident’s fertility 
behaviors and 

To describe adolescents 
and young adults’ 
concerns about 
confidential 
reproductive health care 
and experience with 

Stata 14.0 for 
analysis with data 
weighted and all 
risk ratios were 
estimated using 
Poisson regression 

 

18% of 15-17 years 
old and 9% of 18 to 
25 year old’s said yes 
when asked if they 
would ever not go for 
sexual or 
reproductive health 
care because their 

S: This study shows that 
there are still continued 
barriers to confidential 
care being provided in for 
adolescents and young 
adults and that greater 
efforts are needed to 
support health care 



60 
 

contraceptive 
services. 

question “Would 
you ever not go 
for sexual or 
reproductive 
health care 
because your 
parents might find 
out? 

Time alone with a 
provider was 
measured by the 
ACASI- 
administered 
question “The last 
time you had a 
health care visit in 
the past 12 
months, did a 
doctor or other 
health provider 
spend any time 
alone with you 
without a parent, 
relative or 
guardian in the 
room? 

 

 

outcomes (ages 15-25 
years) 

time alone with a 
provider  

parents might find 
out  

45% of adolescents, 
ages 15-17, who had 
a health care visit in 
the last year reported 
spending time alone 
with a health care 
provider at their last 
health care visits  

providers about the value 
of time alone and 
confidential care and the 
need for building a policy 
and programmatic 
supports during health care 
visits  

Adolescents also may 
avoid seeking health care 
for these behaviors due to 
lack of consistent 
opportunity of confidential 
care  

L: This study was looking 
at barriers for confidential 
care and receipt of 
contraceptive services so 
may not be applicable to 
all high risk behaviors  

Gilbert, A. L., 
McCord, A. L., 
Ouyang, F., Etter, D., 
Williams, R. L., Hall, 
J. A., Tu, W., Downs, 
S. M., & Aalsma, M. 
(2019). 
Characteristics 
associated with 
confidential 
consultation for 
adolescents in 
primary care.  

No conceptual 
framework  

Prospective cohort 
study; examining 
the Child Health 
Improvement 
through the 
Computer 
Automation 
(CHICA) system, 
which integrates 
information from a 
patient’s medical 
record with 
screening data 
collected in the 
waiting room and 
best practice 
recommendations 
to generate 
customized 

1233 adolescents, 12-
20 years of ages (52% 
female; 60% African 
American, 50% early 
adolescents)  

To examine how 
provider report of 
confidential care 
consultation in 
electronic health care 
record is associated with 
adolescent 
characteristics, health 
risk factors, and 
provider training  

Logistic regression 
analyses  

18% of adolescents 
reported sexual 
activity, 9% reported 
substance use, and 
25% reported 
depressive symptoms 

Univariate analyses; 
all 3 categories of 
health risk factors 
(sexual activity [OR 
1.9; 95% CI 1.3-2.8], 
depressive symptoms 
[OR 1.6; 95% CI 1.9-
2.2], and substance 
use [OR 1.9; 95% CI 
1.1-3.2]) had 
significant positive 
associations with the 
provision of 

S: This study showed 
providers opinions about 
the need for confidential 
consultation in adolescent 
primary care and that 
standardized screening 
tools can help facilitate  

L: Unable to determine if 
adolescents completed the 
survey on their won  
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physician decision 
support  

confidential 
consultation among 
adolescents seen by 
general pediatric 
provider  

Harris, S. K., 
Aalsma, M. C., 
Weitzman, Sc.D, 
M.Sc., Garcia-
Huidobro, D., Wong, 
C., Hadland, S. E., 
Santelli, J., Park, J., 
& Ozer, E. (2016). 
Research on clinical 
preventive services 
for adolescents and 
young adults: Where 
are we and where do 
we need to go? 

A thematic 
framework of 
evidence/results 

Scoping Review 
of Literature  

Studies published 
through February 
2016, accessible on 
PubMed platform as. 
first-tier review and 
bibliographies of 
relevant articles as a 
second-tier review  

To enhance clinical 
preventative service 
delivery and quality for 
adolescents and young 
adults 

Consultative 
discussion among 
the authors to work 
through 6 steps to 
come to 
recommendations 
formed by group 
input following a 
iterative inductive 
process  

Brief screening tools 
with appropriate 
clinician training has 
been shown to 
improve clinician 
screening rates across 
multiple areas of 
adolescent health  

Primary care office 
interventions have 
shown to increase 
condom use, 
improved depressive 
symptoms, nutrition, 
physical activity, and 
decreased marijuana 
initiation, alcohol 
use, and STD’s 

 

S: This review of literature 
shows that brief screening 
tools for high risk 
behaviors are effective 
interventions by priming 
the adolescent for 
discussion with the 
provider through 
completing the screening 
tool and the provider can 
then tailor their response 
based on information 
obtained  

L: Low level of evidence  

 

Henry-Reid, L. M., 
O’Connor, K. G., 
Klein, J. D., Cooper, 
E., Flynn, P., & 
Futterman, D. C. 
(2016). Current 
pediatrician practices 
in identifying high-
risk behaviors of 
adolescents.   

No conceptual 
framework  

Random sample 
mailed survey  

752 completed 
questionnaires by US 
members of the 
American Academy of 
Pediatrics; analysis 
was limited to the 468 
pediatricians who 
provided health 
supervision visits to 
patients who were 
older than 11 years  

To assess pediatricians’ 
practices regarding 
preventive health care 
screening and barriers to 
providing these services  

X2 analysis to 
compare differences 
in counseling and 
screening practices 

Multivariate logistic 
regression used to 
assess associations 
between 
pediatricians’ 
demographics and 
practice 
characteristics  

60% of adolescents 
feared that parents 
would be notified 
about sexual or high 
risk behaviors when 
speaking with 
pediatricians  

64% of pediatricians 
reported that they 
were more likely than 
the patients (7%) to 
initiate dialogues 
about high risk 
behaviors  

20% of pediatricians 
used a standardized 
risk assessment tool 

 

S: This study showed that 
adolescents fear of 
parental notification about 
sexual or high risk 
behaviors is a common 
barrier to addressing high 
risk behaviors and most 
pediatricians identify high 
risk behaviors by clinical 
interview  

L: Survey given to only 
members of AAP, so 
findings may not be able 
to be applied beyond this 
population  

Hoopes, A. J., 
Benson, S. K., 
Howard, H. B., 

No conceptual 
framework  

Qualitative/ 
Exploratory Study; 

24 adolescents (ages 
14-19) seeking care in 
a public health clinic 

To explore adolescents 
past experiences with 
providers and their 

ATLAS.ti version 7  Patient-provider 
interaction dynamics 
was an emerging 

S: This study showed that 
adolescents are less 
comfortable discussing 
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Morrison, D. M., Ko, 
L. K., & Shafii, T. 
(2017). Adolescent 
perspectives on 
patient-provider 
sexual health 
communication: A 
qualitative study.  

one-on-one 
interviews  

in Washington State 
(15 females and 9 
males) 

preferences on 
communication 
strategies 

theme reported by 
adolescents  

Concerns in regards 
to being asked 
questions about 
sexual health in front 
of their provider, 
which creates an 
environment alters 
accurate responses 
and negatively affects 
patient-provider 
rapport  

Several participants 
appreciated when 
provider had a 
straightforward style 
of communication  

sexual health when 
confidentiality is a 
concern; and that patient-
provider communication is 
important and can result in 
more engaged and 
favorable health care  

L: Small sample size  

Kadivar, H., 
Thompson, L., 
Wegman, M., 
Chisholm, T., Khan, 
M., Eddleton, K., 
Muszynski, M., & 
Shenkman, E. (2013). 
Adolescent views on 
comprehensive health 
risk assessment and 
counseling: 
Assessing gender 
differences.  

Grounded 
theory  

Qualitative Study  35 adolescents (ages 
14-18) who were 
identified using 
Florda’s Medicaid and 
State Children’s Heath 
Insurance Program 
databases participated 
in eight focus groups 
separated by gender  

Each adolescent 
completed an internet-
based, tablet-
administered 
comprehensive health 
risk assessment prior 
to interview  

To assess adolescents’ 
perceptions on health 
risk assessments 
(HRAs) 

ATLAS.ti version 
7.0 was utilized to 
analyze focus group 
discussions  

Adolescents 
frequently discussed 
that is was important 
to having a trusting, 
confidential 
relationship with 
provider during 
health risk 
assessment  

Most adolescents 
(males and females) 
were more 
comfortable with 
completing a health 
risk assessment in the 
clinical office  

Some adolescents 
believed that 
completing an HRA 
can pride help in 
acquiring resources  

S: HRA can help lessen 
fears of judgment and 
concerns of privacy when 
completed on a tablet or in 
a private area in addition 
to a trusting relationship 
with the clinician 
assessing  

L: Study was limited only 
to enrollees of Medicaid 
and CHIP living in a 
specific region  

Klein, J. D. & 
Wilson, K. M. 
(2002). Delivering 
quality care: 
Adolescents’ 
discussion of health 

No conceptual 
framework  

Analyzed data 
from the 1997 
Commonwealth 
Survey of the 
Health of 
Adolescent Girls 

6748 adolescent boys 
and girls in grades 5-
12 sampled from a 
database of 80,000 
public, private, and 
parochial schools in 
the United States  

To compare if what 
adolescents report that 
they want to talk about 
with their providers 
actually gets discussed 
and if adolescent talk to 
their providers about 

SUDAAN was used 
to analyze data 

Multivariate models 
were analyzed using 
logistic regression 
(p value < 0.05 was 
considered 

Adolescents who 
reported having time 
alone with their 
provider, without 
their parent present, 
were much more 
likely to have had 

S: Utilization of trigger 
questionnaires, chart 
forms, or other means 
should be encouraged to 
promote discussions 
adolescents want and need  
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risks with their 
providers. Adolescents were 

asked questions in 
regards to if they 
had time to speak 
with their health 
care provider 
alone without their 
parent to assess 
confidential care  

Need met based on 
risk was assessed 
by comparing the 
number of risks 
the adolescent 
reported and the 
number that was 
discussed  

Need met based on 
preference was 
assessed by the 
number topics 
adolescent 
believed should be 
discussed that they 
actually reported 
discussing with 
provider  

Adolescents competed 
questionnaire about 
topics 
discussed/wanted to 
discuss and their 
reported corresponding 
behaviors (topics 
included physical or 
sexual abuse, alcohol, 
eating disorders, good 
eating habits, exercise, 
family life, preventing 
pregnancy, 
safety/violence, sleep 
problems, smoking 
STI, stress, and 
weight) 

self-reported health 
risks 

statistically 
significant) 

their risk discussed 
after completing 
questionnaire (45.6% 
vs. 28.4%, p, .0001) 

L: These findings may not 
be generalized to out-of-
school youth and the 
survey did not address 
confidentially specifically  

Riley, M., Ahmed, 
S., Lane, J., Reed, B., 
& Locke, A. (2016). 
Using maintenance of 
certification as a tool 
to improve the 
delivery of 
confidential care for 
adolescent patients. 

Plan, do, study, 
act intervention 
cycle   

Chart review of up 
to 20 patients 
(ages 12-17) years 
seen for well visits 
during a 3-month 
baseline time 
period to asses if 
they had time 
spent time alone 
with adolescent, 
explains 
protections and 
limitations of 
minor consent 
laws and had the 
adolescent patient 
confidentially 
complete a 
standardized risk 
behavior screening 
tool and 

44 physicians from 12 
clinic sites from 
Michigan health care 
centers  

To assess if MOC Part 
IV project (by 
implementing “people”, 
“process”, and 
“information 
infrastructure” 
interventions”) could 
improve the delivery of 
confidential care to 
minor adolescence 
patients seen in 
outpatient primary care 
practices  

PASW Statistics 
version 18.0 and 
SAS version 9.3  

Using a plan, do, 
study, act, approach a 
notable change was 
seen in physician 
practice  

Spent time alone with 
the patient at baseline 
was 77/3% (n=706) 
to 90.3% (n=619) 
during the second 
intervention (p=.001) 

Minor 
consent/parental 
notification explained 
to the patient was 
44.9% (n=706) at 
baseline and 88.6% 
(n=619) during the 

S: Office based 
interventions, including 
standardized screening 
tools for high risk 
behaviors, can improve the 
delivery of preventive 
counselling for adolescents 

L: Result may be not be 
applicable to all settings 
since the samples used 
were in same geographic 
region  
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completion of 
ACE assessment 
by provider (data 
collected from 3 
rounds at baseline, 
postintervention 1, 
and 
postintervention 2) 

second intervention 
(p=<.001) 

Risk behavior screen 
completed 
confidentially by the 
patient was 59.1 % 
(n=706) at baseline to 
84.9% (n=619) 
during the second 
intervention 
(p=<.001) 

  

Rutishauser, C., 
Esslinger, A., Bond, 
L., & Sennhauser, 
FH. (2003). 
Consultations with 
adolescents: the gap 
between their 
expectations and their 
experiences  

No conceptual 
framework   

Cross-sectional 
study; completed a 
40-item 
questionnaire 
anonymously 
developed 
specifically for 
this study  

613 7th and 9th grade 
students (347 aged 13 
years old and 266 aged 
15 years old)  

To study the 
expectations and 
experiences of 
adolescent’s when 
speaking with doctors, 
mainly in regards to 
issues with confidential  

Stata software 
package  

5-point Likert scale 
was utilized ranging 
from 1 (important) 
to 5 (very 
important) for 
adolescents’ 
expectations  

Importance of alone 
time with practitioner 
for girls (mean score 
3.2; 95% CI 3.1-3.3) 
and for boys (mean 
score 2.8; 95% CI 
2.6-3.0; p < 0.001) 

Assurance of 
confidentiality for 
girls (mean score 4.5; 
95% CI 4.4-4.6) and 
for boys (mean score 
3.5; 95% CI 3.3-3.7; 
p < 0.0001) 

S: This study shows that 
adolescents expect to be 
given the opportunity to 
talk with their doctor alone 
and guaranteed 
confidentiality 

L: This study was done 
with adolescents at the 
highest academic level so 
may not be applicable to 
other population; Even 
though doctors may have 
failed to talk about 
confidentiality they still 
may have treated 
information with 
confidentially per request  

Salerno, J., Marshall, 
V. D., & Picken, E. 
B. (2012). Validity 
and reliability of the 
Rapid Assessment 
for Adolescent 
Preventive Services 
Adolescent Health 
Risk Assessment. 

No conceptual 
framework 

Psychometric 
methods to 
establish face-, 
content-, and 
criterion-related 
validity 

Retrospective 
chart audit  

Three focus groups 
conducted, 2 
informally with 
adolescents (n=21) and 
one with health care 
professionals (n=7), to 
establish face validity  

Chart audit of 
adolescents 11-20 
years (n=263), 
presenting for care 
within school-based 
health centers in 
Michigan 

10 adolescent experts 
in Michigan including 
physicians, nurse 

To evaluate validity and 
reliability of the 
RAAPS 

Cohen kappa 
measure, percent 
agreement, and 
Fisher exact test  

Face validity 
established by 
consensus of focus 
group 

Adolescent expert 
content validity index 
scores ranged from 
0.825 to 1.0, and 
inter-rate content 
agreement ranged 
from 0.9-1.0 

Cohen kappa ranged 
from 0.44 to 0.99; 
percent agreement 
ranged from 0.71-
0.99 

S: RAAPS is an acceptable 
screening tool in 
identifying adolescent risk 
behaviors; recognized as a 
time-efficient screening 
tool  

L: Difference in the 
RAAPS and GAPS tools; 
not all RAAPS questions 
could be paired with 
GAPS questions and 
analyzed for agreement  



65 
 

practitioners, 
educators, social 
workers, public health 
professionals, and 
pediatric risk behavior 
researchers rated each 
question on the 
RAAPS using a 
content validity index  

 

 

Fisher exact test 
resulted in all p > 
0.05  

Trotman, G. E., 
Mackey, E., Tefera, 
E., & Gomez-Lobo, 
V. (2018). 
Comparison of 
parental and 
adolescent views on 
the confidential 
interview and 
adolescent health risk 
behavior within the 
gynecologic setting.  

No conceptual 
framework  

Convenience 
sample; 
anonymous 
surveys about 
views on 
confidential 
interview and 
adolescent risk-
taking behavior 
were administered 
to adolescents and 
guardians 
separately; first 
phase acted as a 
usual care group; 
in the second 
phase surveys 
were administered 
again after a brief 
educational 
intervention (an 
educational fact 
sheet about 
regarding the 
confidential 
interview) 

248 surveys were in 
the final analysis; 
completed by 
adolescent girls (ages 
11-17) at pediatric and 
gynecologic specialty 
clinics in two urban 
hospitals and by the 
parent who 
accompanied them 

62 adolescent and 
parent/guardian pairs 
in the usual care group 
and 62 pairs after the 
educational 
intervention  

To explore views of 
adolescents and parents 
on confidential 
interview in the 
gynecologic setting  

 

Linear regression 
analysis, Wilcoxon 
rank sum test, and 
Fisher exact test  

Most parents in both 
groups believed that 
adolescents should 
have time alone with 
provider to discuss 
sensitive issues (86% 
[51/59] usual care; 
85% [52/61] 
intervention; p> 0.05) 

Adolescents reported 
perceived benefit to 
the confidential 
interview (85% 
[53/62] usual care; 
80% [48/60] 
intervention groups; 
p > 0.05) 

Significant 
discrepancy between 
parental perception 
and adolescent 
report; parents 
underestimated areas 
that adolescents 
reported on their 
survey including 
bullied in school (p 
<.0001), tried to hurt 
themselves (p < 
.0001), either she or 
close friend smoked 
cigarettes (p < .001), 
either she or close 
friend smoked 
marijuana (p = 
.0017), had more 

S: This study showed that 
confidential care allows 
the adolescent an 
opportunity to discuss risk 
taking behaviors, that they 
may not discuss with their 
parents  

L: Study used a 
convenience sample 
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than just a few sips of 
alcohol (p = .0002), 
and restricted food 
for 24 hours or more 
(p <.0001)  

Woods, E. R., Klein, 
J. D., Wingood, G. 
M., Rose, E. S., 
Wypij, D., Harris, S. 
K., & Diclemente, R. 
J. (2006). 
Development of new 
adolescent patient-
providider 
interactions cale 
(APPIS) for youth at 
risk for STD’s/HIV.  

Roter and Hall 
Theory of 
doctor-patient 
relationships    

Randomized trial; 
intervention group 
was those 
receiving gender 
and ethnically 
sensitive, skill-
building HIV 
prevention 
intervention and 
control group 
received a 
standard videotape 
and question-and-
answer session  

Control group 
received an 
additional 
questionnaire with 
questions about 
the participants 
health status, need 
for health services, 
barriers to 
obtaining care, 
perceptions about 
the provider, 
satisfaction with 
health care visit 
(YAHCS), 
communication 
with the provider ( 
Kahn scale), and 
the APPIS  

192 African American 
girls (ages 15-21) from 
3 sites; a county STD 
clinic (n=51), urban 
adolescent clinic 
(n=99), and a family 
planning clinic (n=42) 

To develop a scale of 
patient-provider 
interaction for 
adolescents assessing 
reproductive health care 
and at risks for STDs 
and HIV; assess the 
reliability and validity 
of the scale  

Descriptive and 
bivariate analyses 

APPPIS showed 
good internal 
consistency 
(Cronbach alpha = 
.75) and moderate 
convergence with the 
six-item YACHS 
scale (r= .57, p< 
.001) and seven-item 
Kahn scale (r= .48, p 
<.001)  

S: The study found that the 
APPPIS is valid and 
reliable and can be used as 
a way to valuate 
approaches to improve 
health care outcomes for 
adolescents  

L: Some quality of care 
aspects are difficult to 
convert into concepts that 
are appropriate for 
adolescents  

Yi, C. H., Martyn, 
K., Salerno, J., 
&Darling-Fisher, C. 
S. (2009). 
Development and 
clinical use of Rapid 
Assessment for 
Adolescent 
Preventative Services 
(RAAPS) 

No conceptual 
framework  

Descriptive Study; 
Retrospective 
chart audit to 
obtain data of 
middle school and 
alternative high 
school adolescents 
who completed the 
17- to 18-item 
RAAPS; 

106 middle school and 
39 alternative high 
school adolescents in 
school-based health 
centers in the suburbs 
of southeastern 
Michigan; 2 middle 
schools and 1 
alternative high 
school; Provider 

To describe the 
development and 
clinical use of RAAPS; 
time efficient screening 
tool to assess for 
multiple adolescent risk 
behaviors 

Descriptive 
statistical analyses 

SPSS version 13.0 

Chi-square tests  

Qualitative content 
analyses was used 
to determine the 
adolescent 

Providers 
documented 
interventions of the 
identified risk 
behaviors for 89.5% 
(n=221) of 9-15year 
olds and 95.5% 
(n=234) of 16-20 
years olds 

S: RAAPS can be utilized 
as a comprehensive, time-
efficient adolescent risk 
assessment questionnaire 
in clinical practice  

L: RAAPS developed for 
SBHC’s for risk 
assessment and 
intervention, so current 
version of RAAPS not 
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questionnaire in 
school-based health 
centers. 

Qualitative; 
surveys assessed 
providers’ 
evaluation of 
RAAPS  

evaluation of RAAPS 
received from 4 nurse 
practitioners and 3 
social workers  

providers’ 
responses  Strengths reported by 

providers include 
concise format, ease 
of use, ability to 
assess for major risks 
in a short time, and 
provision of 
opportunity to 
establish a rapport 
with adolescents  

generalizable to other 
settings  

Zieve, G. G., 
Richardson, L. P., 
Katzman, K., 
Spievlog, H., 
Whitehouse, S., & 
McCarty, C. A. 
(2017). Adolescents’ 
perspective in 
personalized E-
Feedback in the 
context of health risk 
behavior screening 
for primary care: A 
qualitative study. 

No conceptual 
frame work 

Qualitative study; 
purposive 
sampling approach 
to obtain 
participants  

31 adolescents, aged 
13-18 years, 
completed the 
screening tool, 
received the electronic 
feedback, and 
participated in 
individual qualitative 
interviews from 
Seattle, WA 

To explore youth 
perceptions of and 
preferences for 
receiving personal 
feedback for multiple 
health risk behaviors 
and reinforcement for 
health promoting 
behaviors with an 
electronic health 
screening tool for 
primary care settings  

Interviews were 
uploaded to 
Dedoose, a web 
based qualitative 
analysis platform 
and was coded 
independently by 
two analysts  

Participants 
perceived the tool as 
a way to enhance, but 
not replace, 
interactions with 
providers by helping 
them identify 
questions and 
concerns before an 
appointment  

S: Study showed that 
adolescents believe that 
screening tools for health 
risk behaviors utilized can 
help enhance 
communication with their 
provider 

L: Participants were all 
from the same geographic 
areas so it may not be 
applicable to adolescent’s 
in other areas  
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Table 5. 

 

  

 

Comparison of Literature on Level 

Level of Literature 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 

Level I:  
Systematic Review or 
Meta-Analysis 

X                

Level II:  
Randomized Control 
Trial 

 X               

Level III:  
Controlled Trial w/o 
Randomization 

                

Level IV:  
Case-Control or Cohort-
Study 

       X      X X  

Level V:  
Systematic Review of 
Qualitative or 
Descriptive Studies 

  X X X X   X        

Level VI:  
Qualitative or 
Descriptive Study 
(includes evidence 
implementation projects) 

      X   X X X X   X 

Level VII:  
Expert opinion or 
concensus 

                

Note. 1 = Baldridge S, et al.; 2 = Chisolm DJ, et al (2009).; 3 = Chisolm DJ, et al. (2008); 4 = Coker TR, et al.; 5 = Daley AM, et al.; 6 = Darling-Fisher CS, et al.; 7 = Fuentes L, et al.; 8 = Gilbert AL, 
et al.; 9 = Harris SK, et al.; 10 = Henrey-Reid LM, et al.; 11= Hoopes AJ, et al.; 12 = Kadivar H, et al.; 13 = Klein JD, et al.;  14 = Riley M, et al.; 15 = Rutishauser C, et al.; 16 = Salerno J, et al.; 17 = 
Trotman GE, et al.; 18 = Woods ER, et al.; 19 = Yi CH, et al.; 20 = Zieve GG, et al. 
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 17 18 19 20           

Level I:  
Systematic Review or 
Meta-Analysis 

              

Level II:  
Randomized Control 
Trial 

 X             

Level III:  
Controlled Trial w/o 
Randomization 

              

Level IV:  
Case-Control or Cohort-
Study 

X              

Level V:  
Systematic Review of 
Qualitative or 
Descriptive Studies 

              

Level VI:  
Qualitative or 
Descriptive Study  

  X X           

Level VII:  
Expert opinion or 
concensus 

              

Note. 1 = Baldridge S, et al.; 2 = Chisolm DJ, et al (2009).; 3 = Chisolm DJ, et al. (2008); 4 = Coker TR, et al.; 5 = Daley AM, et al.; 6 = Darling-Fisher CS, et al.; 7 = Fuentes L, et al.; 
8 = Gilbert AL, et al.; 9 = Harris SK, et al.; 10 = Henrey-Reid LM, et al.; 11= Hoopes AJ, et al.; 12 = Kadivar H, et al.; 13 = Klein JD, et al.;  14 = Riley M, et al.; 15 = Rutishauser C, 
et al.; 16 = Salerno J, et al.; 17 = Trotman GE, et al.; 18 = Woods ER, et al.; 19 = Yi CH, et al.; 20 = Zieve GG, et al. 
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Table 6. 

Recommendations Derived from Evidence Synthesis 

Recommendation Strength of Evidence for 

Recommendationa 

Reference in Support of 

Recommendation 

Rationale Level of 

Evidencea 

Quality Ratingb 

Improved adolescent patient-
provider interaction leads to 
improved care of adolescents  

B Chisolm, D. J., et al (2009) Adolescents completed a computerized behavioral risk 
screening; relationship between screening and medical 
service use was found to be significant (OR=1.24; 95% 
CI 1.05-1.45); explanation may be due to improved 
adolescent communication and satisfaction led to 
adolescents being more likely to return for future care  

 

1 ++++ 

 C Coker, T. R., et al  Adolescents described that having a good, continuous 
relationship with their clinicians who respect their time 
and confidentiality makes it easier to return for care  

 

3 ++ 

 B Fuentes, L., et al Adolescent may avoid seeking health care for sexual 
and reproductive health due to lack of consistent 
opportunity for confidential care; 18% of 15-17 years 
old’s and 9% of 18-25 year old’s said “yes” when 
asked if they would ever not go for sexual or 
reproductive health care due to fear that their parents 
might find out  

 

2 +++ 

 B Harris, S. K., et al Primary care office-based interventions; including a 
screening tool and some form of motivational 
interviewing, have increased condom use, improved 
depressive symptoms, nutrition, and physical activity, 
and decreased marijuana initiation, alcohol use, and 
STDs 

 

2 +++ 

 C Hoopes, A. J., et al Patient-provider interaction dynamics was an emerging 
theme reported by adolescents; patient-provider 
communication is important and can result in more 
engaged and favorable health care  

 

3 ++ 
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 B Woods, E. R., et al  APPIS is valid and reliable; can be used as a way to 
evaluate approaches to improve health care outcomes 
for adolescents  

 

1 ++++ 

One-on-one time with provider 
leads to improved adolescent 
patient-provider interaction 

B 

 

Baldridge, S., et al  Adolescents are more willing to discuss sensitive 
topics when they are assured of confidentiality; when 
they have concerns about confidentiality they may lie 
about behaviors or avoid discussing sensitive topics  

1 ++++ 

 C Coker, T. R., et al Adolescents and parents reported that they believe a 
doctor-teen relationship, which includes privacy, 
confidentiality, provider continuity, relationship and 
rapport-building, are crucial to encourage discussions 
of high risk behaviors  

 

3 ++ 

 B Daley, A. M., et al  Metasynthesis identified five metaphors; Talk with me- 
not at me, accept me, respect my privacy and 
confidentiality, show me you are a professional, and a 
trusted relationship that describe adolescents’ 
expectations of the primary care providers during 
primary care visits  

 

2 +++ 

 C Henry-Reid, L. M., et al  60% of adolescents feared that parents would be 
notified about sexual or high risk behaviors when 
speaking with pediatricians; 64% of pediatricians 
reported that they were more likely than the patient 
(7%) to initiate dialogues about high risk behaviors  

 

3 ++ 

 C Hoopes, A. J., et al  Adolescents reported that they are less comfortable 
discussing sexual health when confidentiality is a 
concern  

 

3 ++ 

 C Kadivar, H., et al  Adolescents frequently discussed that it was important 
to have a trusting, confidential relationship with 
provider during health risk assessment  

 

3 ++ 

 B Klein, J. D., et al Adolescents who reported having alone time with their 
provider, without parent present, were much more 
likely to have had their risk discussed after completing 
a questionnaire (45.6% vs 28.4%, p < .0001) 

 

2 +++ 
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 B Rutishauser, C., et al  
Adolescents expect to be given the opportunity to talk 
with their doctor alone and guaranteed confidentiality; 
Importance of alone time with practitioner for girls 
(mean score 3.2; 95% CI 3.1-3.3) and for boys (mean 
score 2.8; 95% CI 2.6-3.0; p < 0.001) 
 

2 ++ 

 B Trotman, G. E., et al  Adolescents reported perceived benefit to their 
confidential interview (85% [53/62] usual care; 80% 
[48/60] interventions groups; p > 0.05) 

2 ++ 

RAAPS/standardized screening 
tool intervention facilitates 
communication with adolescents 
and increases one-on-one time with 
provider  

B 

 

Baldridge, S., et al  
Establishing practice protocols, including 
implementing risk behavior screening guidelines and 
risk behavior screening tools (RAAPS), facilitates 
developing a practice culture that supports confidential 
care  

 

1 ++++ 

 B Darling-Fisher, C. S., et al Providers believed that RAAPS facilitated discussions 
with adolescents, presented opportunities for teens to 
ask questions, and providers consistent opening to 
address high risk behaviors  

 

2 +++ 

 B Gilbert, A. L., et al Adolescents completed computerized screening tool in 
waiting room prior to visit; significant positive 
association with the provision of confidential care 
among adolescents seen by general pediatric provider 
who reported sexual activity, sexual substance use, and 
depressive symptoms (sexual activity [OR 1.9; 95% CI 
1.3-2.8], depressive symptoms [OR 1.6; 95% CI 1.9-
2.2], and substance use [OR 1.9; 95% CI 1.1-3.2]) 

 

1 ++++ 

 B Riley, M., et al Office based interventions (completion of standardized 
risk behavior screening tool) can improve the delivery 
of preventive counseling for adolescents; spent time 
alone with provide at baseline was 77% (n=706) to 
90.3% (n=619) during the second intervention (p=.001) 

 

1 +++ 

 B Harris, S. K., et al Brief screening tools with appropriate clinician training 
has been shown to improve clinician screening rates 
across multiple areas of adolescent health; completion 
of pre-visit questionnaire led to significant increase in 
clinician advice and counseling  

 

2 +++ 



73 
 

 C Yi, C. H., et al Providers reported strengths of the utilization of 
RAAPS in clinical practice as it provides opportunity 
to establish rapport with adolescent  

 

3 +++ 

 B Zieve, G. G., et al Adolescents perceived screening tool for high risk 
behaviors as a way to enhance, but not replace 
interaction with providers by helping them identify 
questions and concerns before appointment  

 

2 +++ 

RAAPS/standardized screening 
tool intervention is a time effective 
way to identify adolescent high 
risk behaviors 

B Chisolm, D. J., et al (2008) 

 

 

 

 

 

60% of adolescents described themselves as “highly 
satisfied” with the Health eTouch System (involved 
completion of risk behavior screening); high 
satisfaction reported may be due to computerized 
screening increasing problem identification and 
treatment   

1 +++ 

 C Coker, T. R., et al Technology driven tools that screen for high risk 
behaviors can be used to identify and encourage 
discussion of sensitive topics and increase risk 
behavior screening  

 

3 ++ 

 B Darling-Fisher, C. S., et al 
Providers believed that RAAPS is a quick, concise, 
efficient, fast, and easy to interpret; Providers (n=98) 
experiences with RAAPS was assessed based on 
performance (a=0.81), communication (a=0.86), and 
overall experience (a=0.91) 

 

2 +++ 

 B Salerno, J., et al   
RAAPS is an acceptable, time-efficient screening tool 
in identifying adolescent risk behaviors 

 

1 ++++ 

 C Yi, C. H., et al RAAPS can be utilized as a comprehensive, time-
efficient adolescent risk assessment questionnaire in 
clinical practice; Strengths reported by providers 
include concise format, ease to use, and ability to 
assess major risks in a short time  

3 +++ 
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Note. RAAPS=Rapid Assessment for Adolescent Preventive Services, APPIS=Adolescent Patient-Provider Interaction Scale. B = Recommendation based on inconsistent or limited-quality patient-
oriented evidence, 1 (Level 1) = Good quality patient-oriented evidence, 2 (Level 2) = Limited-quality patient-oriented evidence, 3 (Level 3) = Other evidence, ++++ = High quality, +++ = Moderate 
quality, ++ = Low quality, + = Very Low quality, Cl = Confidence Level, OR = Odds Ratio,  
aUsing Strength of Recommendation Taxonomy (SORT) Criteria  
bUsing Grading of Recommendations Assessment, Development and Evaluation (GRADE) Criteria 
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Table 7. 

Planning for Implementation Timeline 

Planning for Implementation Timeline 
1. Identify Trigger (Problem)  

Current Standard of Care (no standardized screening tool)   
· National Health Care Guidelines (AAP, NPC, CDC) November 2018  
· Pediatric Primary Care Office (Downriver Pediatrics) November 2018  

2. Is it a Priority for Organization?  
Downriver Pediatrics   
· Identified YES by office manager  August 2018  

3. Form a Team  
Downriver Pediatrics Staff    
      ·Office Manager (Patti) August 2018  

·Health care provider (3 DOs and 1 NP), medical assistants,  
1 registered nurse, and front office staff  

November 2019  

University of Toledo Committee Members  
· Chair: Dr. Robert Topp May 2019 
· Committee Member: Dr. Tonya Schmitt May 2019  
· Committee Member: Dr. Mary Jean Ohns May 2019  
· Committee Member: Dr. Holly Myers July 2019  

4. Assemble Research/Literature  
PICOT  

·Among adolescents, ages 13-18, in a pediatric primary care setting, does the implementation of 
the Rapid Assessment for Adolescent Preventive Services (RAAPS) in comparison to current 
standard of care (no standardized screening tool) result in improved adolescent patient-provider 
interaction when addressing adolescent high-risk behaviors during an annual preventive 
(wellness) visit in primary care? 

April-May 2019 

Literature Review November-December 
2018, May-June 2019 

5. Critique and Synthesize Research for Practice  
Critical Appraisal of Literature  
· Rapid Critical Appraisal June 2019  
· Hierarchy of Evidence June 2019  
· Quality of Evidence July 2019  
· Strength of Evidence July 2019  
· Strength of Recommendation July 2019  

Literature Synthesis July-August 2019  
Assess Practicability, Benefits and Risks of Project in Practice August 2019 

6. Pilot Change  
Select Outcomes to be Achieved August 2019 
Collect Baseline Data August 2019, December 

2019 
Design Evidence-Based Practice (EBP) Project May-August 2019 
Defend Proposed EBP Project September-October 2019 
Obtain IRB Approval of EBP Project October-November 2019 

(projected) 
February 2020 (actual) 

Implement EBP Project December 2019-February 
2020 (projected) 
February-March 2020 
(actual) 

Evaluate Processes and Outcomes March-April 2020 
7. Disseminate Results  

Present findings to Downriver Pediatrics for guidance of future practices April 2020  
Defend EBP Project Results  April 2020  
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Rapid Critical Appraisal Checklist for a Randomized Clinical Trial (RCT) 

1. Are the results of the study valid?  
a.) Were the subjects randomly assigned to the experimental and control 

groups?  
Yes No Unknown 

b.) Was random assignment concealed from the individuals who were 
first enrolling subjects into the study?  

Yes No Unknown 

c.) Were the subjects and providers blind to the study group?  Yes No Unknown 
d.) Were reasons given to explain why subjects did not complete the 

study?  
Yes No Unknown 

e.) Were the follow-up assessments conducted long enough to fully 
study the effects of the intervention?  

Yes No Unknown 

f.) Were the subjects analyzed in the group to which they were 
randomly assigned?  

Yes No Unknown 

g.) Was the control group appropriate?  Yes No Unknown 
h.) Were the instruments used to measure the outcomes valid and 

reliable?  
Yes No Unknown 

i.) Were the subjects in each of the groups similar on demographic and 
baseline clinical variables?  

Yes No Unknown 

2. What are the results? 
a.) How large is the intervention or treatment effect (NNT, NNH, effect 

size, level of significance? 
 
____________________ 

b.) How precise is the intervention or treatment (CI)?  ____________________ 
3. Will the results help me in caring for my patients?  

a.) Were all clinically important outcomes measured? Yes No Unknown 
b.) What are the risks and benefits of the treatment? ____________________ 
c.) Is the treatment feasible in my clinical setting? Yes No Unknown 
d.) What are my patients/family’s values and expectations for the 

outcome that is trying to be prevented and the treatment itself? 
 
____________________ 

 
Figure 1 Rapid Critical Appraisal Checklist for a Randomized Clinical Trial (RCT). Adapted from Melnyk, B.M., & Fineout-
Overholt, E. (2015). Evidence-Based Practice in Nursing and Healthcare: A Guide to Best Practice. (3rd ed.) Philadelphia, PA: 
Lippincott Williams & Wilkins.
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Figure 2 Hierarchy of Evidence. SR = Systematic Review, CPG = Clinical Practice Guideline, RCT = Randomized Control Trial. Adapted from 
Melnyk, B.M., & Fineout-Overholt, E. (2015). Evidence-Based Practice in Nursing and Healthcare: A Guide to Best Practice. (3rd ed.) 
Philadelphia, PA: Lippincott Williams & Wilkins.

SR of 
RCTs & CPGs

Randomized 
Control Trials 

Control Trials without 
Randomization

Case-Control, Cohort Studies

Systematic Review of Descriptive or Qualitative 
Studies

Descriptive or Qualitative Study

Expert Opinion
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Figure 3 Algorithm for determining the level of evidence for an individual study as described by Strength of Recommendation 
Taxonomy (SORT). Adapted from Ebell, M. H., Siwek, J., Weiss, B. D., Woolf, S. H., Susman, J., Ewigman, B., & Bowman, M. 
(2004). Strength of recommendation taxonomy (SORT): a patient-centered approach to grading evidence in the medical 
literature. The Journal of the American Board of Family Practice, 17(1), 59-67. 
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Figure 4 Algorithm used for determining the strength of a recommendation based on a body of evidence as described by Strength 
of Recommendation Taxonomy (SORT). Adapted from Ebell, M. H., Siwek, J., Weiss, B. D., Woolf, S. H., Susman, J., Ewigman, 
B., & Bowman, M. (2004). Strength of recommendation taxonomy (SORT): a patient-centered approach to grading evidence in 
the medical literature. The Journal of the American Board of Family Practice, 17(1), 59-67.
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Figure 5 Table used for determining quality of evidenced based on GRADE ratings and their interpretation. Adapted from Ryan, 
R. & Hill, S. (2016). How to GRADE the quality of evidence. Cochrane consumers and communication group. 
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Figure 6: Theory of Planned Behavior. Adapted from Ajzen, I. (1991).  

 

 

 

 

 

 

 

 

 

 

 

 



82 
 

1. In the past 12 months, have you tried to lose weight by obsessively 
exercising, takin diet pills or laxatives, making yourself vomit (throw up) after 
eating, or starving yourself? 

 No  Yes 

2. Do you eat some fruits and vegetables every day?  Yes  No 
3. Are you active after school or on weekends (walking, running, dancing, 
swimming, biking, playing sports) for at least 1 hour, on at least 3 or more 
days each week? 

 Yes  No 

4. Do you always wear a lap/seat belt when you are driving or riding in a car, 
truck, or van? 

 Yes  No 

5. Do you always wear a helmet when you are biking, rollerblading, 
skateboarding, motorcycling, snowmobiling, skiing, or snowboarding? 

 Yes  No 

6. During the past month, have you been threatened, teased, or hurt by 
someone (on the internet, by text, or in person) or has anyone made you feel 
sad, unsafe, or afraid? 

 No  Yes 

7. Has anyone ever abused you physically (hit, slapped, kicked), emotionally 
(threatened or made you feel afraid) or forced you to have sex or be involved 
in sexual activities when you didn’t want to? 

 No  Yes 

8. Have you ever carried a weapon (gun, knife, club, other) to protect 
yourself? 

 No  Yes 

9. In the past 3 months, have you smoked cigarettes or any other form of 
tobacco (cigars, black and mild, hookah, other) or chewed/used smokeless 
tobacco? 

 No  Yes 

10. In the past 12 months, have you driven a car drunk, high, or while texting 
or ridden in a car with a drive who was? 

 No  Yes 

11. In the past 3 months, have you drunk more than a few sips of alcohol 
(beer, wine coolers, liquor, other)?  

 No  Yes 

12. In the past 3 months, have you smoke marijuana, used other street drugs, 
steroids, or sniffed inhalants (“huffed” household products)? 

 No  Yes 

13. In the past 3 months, have you used someone else’s prescription (from a 
doctor or other health provider) or any nonprescription (from a store) drugs 
to sleep, stay awake, concentrate, calm down, or get high? 

 No  Yes 

14. Have you ever had any type of sex (vaginal, anal, or oral sex)?  No  Yes 
15. Have you ever been attracted to the same sex (girl to girl/guy to guy) or 
do you feel that you are gay, lesbian, or bisexual? 

 No  Yes 

16. If you have had sex, do you always use a method to prevent sexually 
transmitted infections and pregnancy (condoms, female barriers, other)? 

 Yes  No 

17. During the past month, did you often feel sad or down as though you had 
nothing to look forward to? 

 No   Yes 

18. Do you have any serious problems or worries at home or at school?  No  Yes 
19. In the past 12 months, have you seriously thought about killing yourself, 
tried to kill yourself, or have you purposely cut, burned or otherwise hurt 
yourself? 

 No  Yes 

20. Do you have at least one adult in your life that you can talk to about any 
problems or worries? 

 Yes  No 

21. When you are angry, do you do things that get you in trouble?  No  Yes 
Figure 7: Rapid Assessment of Adolescent Preventive Services (RAAPS). Adapted from Salerno, J. (2012).  
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1. Who was in control of the visit? 
 Both were 
 You were 
 The provider was 
 Neither were/don’t know  
 
2. Was there equal exchange of information 
with the provider? 
 Strongly agree 
 Agree 
 Disagree 
 Strongly disagree  
 
3. The provider let me know that what we 
talked about was confidential.  
 Strongly agree 
 Agree 
 Disagree 
 Strongly disagree  
 
4. The provider treated me with respect.  
 Strongly agree 
 Agree 
 Disagree 
 Strongly disagree  
 
5. The provider did not listen to me. 
(Reverse coded) 
 Strongly agree 
 Agree 
 Disagree 
 Strongly disagree  
 
 
 
 
 
 
 
 
 
 
 
 

6. The provider was sympathetic to me.  
Strongly agree 

 Agree 
 Disagree 
 Strongly disagree  
 
7. The provider was nonjudgmental about 
me.  
 Strongly agree 
 Agree 
 Disagree 
 Strongly disagree 
 
8. I felt comfortable enough with the 
provider to ask the questions I needed.  
 Strongly agree 
 Agree 
 Disagree 
 Strongly disagree  
 
9. The provider explained everything I 
needed know.  

Strongly agree 
 Agree 
 Disagree 
 Strongly disagree  
 
10. The provider cares about me.  
 Strongly agree 
 Agree 
 Disagree 
 Strongly disagree

Figure 8: Adolescent Patient-Provider Interaction Scale (APPIS). Adapted from Woods, E. R., et al. (2006).  
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Figure 9: Diagram of Flow of Annual Preventive (Wellness) Visit. RAAPS=Rapid Assessment of Adolescent Preventive Services. 
APPIS=Adolescent Patient-Provider Interaction. 
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